EXHIBIT 1



AFFIDAVIT OF ROBERT HEISSE

STATE OF TENNESSEE )
COUNTY OF DAVIDSON %

I, Robert Heisse, being duly sworn, hereby depose and aver as follows:

1. I am employed as a Fraud Investigétor by the Insurance Division of the
Department of Commerce and Insurance of the State of Tennessee (“Division”) and have
served in that capacity for approximately four years. In my position with the Division, I
am responsible for investigating certain matters assigned to me. I also maintain the
custody of documents obtained by the Division for the investigations that I have been
assigfled. I have been employed with the State of Tennessee since 1995. Before working
as a Fraud Inveétigator for the Insurance Division, I was a Credit Union Examiner for the
Department of Financial Institutions from December 2004 to March 2006. I was an
investigator for the Securities Division of the Department of Commerce and Insurance for

approximately six years from January 1998 to December 2004 and an examiner for the

Registration Section of the Securities Division for approximately three years. I hold a

Administration degree from the University of Tennessee at Martin. I have had extensive
training in financial investigations from the National White Collar Crime Center. In
2005, I successfully completed the new examiner training program conducted by the
National Credit Union Administration. Also, I am a Certified Fraud Examiner and
member of the Association of Certified Fraud Examiners. I am currently the investigator
assigned to the matter of American Trade Association, LLC (ATA LLC), American

Trade Association, Inc. (“ATA”), Smart Data Solutions, LLC (“SDS”), Serve America



Assurance (“SAA”), Bart Posey (“Posey”) and others. All of the knowledge I have
obtained about the activities of ATA LLC, ATA, SAA, and SDS and the persons and
entities affiliated with those entities have been obtained over the course of my
investigation.

2. In or around October 2008, I was assigned to this matter to investigate
ATA LLC, ATA, SDS, and Posey for potential violations of Tennessee insurance law.

3. Since that time, I have interviewed individuals involved. I have collected
and examined contracts, sales materials, the different ATA LLC and ATA websites, and
other documents. On March 24, 2009, a subpoena duces tecum was issued for certain
records and documents within their possession. Some of these documents were obtained

L3

from Posey.

4, On or about November 22, 2005, Posey incorporated SDS in the State of
Tennessee as a limited liability company (Secretary of State I.D. Number 000507138). A
certified copy of the corporate charter for SDS is attached hereto as Exhibit A.

5. American Trade Aséociation, LLC is a business entity incorporated in the
State of Arkansas on or about February 28, 2008 with a business address of 4676
Highway 41 North, Springfield, TN 37172. |

6. American Trade Association, Inc. is a business entity with the address of
4676 Highway 41 North, Springfield, TN 37172. American Trade Association, Inc. was
incorporéted in the state of Indiana. ATA was incorporated in the State of Tennessee as a
foreign corporation on or about May 15, 2009.

7. Based on my review of the corporate records, Bart S. Posey controls ATA

and ATA LLC. Obed Kirkpatrick, Sr. is the President of ATA. Richard H. Bachman is



the Vice President of ATA. Both Obed Kirkpatrick, Sr. and Richard Bachmann are
employed by Posey in some capacity. ATA LLC is owned by Posey.

8. From the documents I have reviewed and witnesses I have interviewed,
ATA, ATA LLC, SDS and Posey have been responsible for selling purported health
insurance to individuals throughout the United States including individuals in the State of
Tennessee. ATA, ATA LLC, SDS and Poseylhave also acted as an unlicensed insurance
company throughout the United States and in the State of Tennessee.

9. On or around July 2008, Posey began marketing and selling sevéral
limited benefit health plans in this state through ATA LLC in conjunction with Real
Benetﬁts Association (“RBA”), a New Jersey entity, utilizing the internet sites http://rba-

ata.com, https:/atafirst.com/ and http://www.healthenroll.net/ and other means in this

State.

10. On or around January 2009, Posey, SDS and ATA LLC, through this

website, http://rba-ata.com/, offered the Limited Medical Plan (“Limited Medical Plan™),

the Pver Occurrence Plans (“Per Occurrence Plans™) and the Critical Illness Plan (“Critical
Illness Plan”) purportedly underwritten by Serve America Assurance, LTD (“SAA™).
Copies of the Master policy and certificates of coverage issued under the master policy
are attached hereto as Exhibit B.

11.  On or before March 2009, Posey, SDS and ATA LLC began marketing
and selling the Limited Medical Plan, the Per Occurrence Plan and the Critical Illness

Plan through various internet sites including, but not limited to,

www.premierhealthcareonline.com, www.myvatabenefit.com,

www.prosperitypreparedness.com, www.healthtoday.biz,




www.pinnaclehealthsavings.com and www.ehealthgreen.com, and other means in this

State.

12. As of February 25, 2010, the last date on which I viewed the web site,
Posey, SDS, ATA LLC, and ATA continue to sell, solicit and negotiate insurance in
Tennessee through the internet website

http://www.myatabenefits.com/index.php/index.php.

13. Posey, SDS, ATA LLC and ATA utilize the internet and marketing
companies to solicit business. The marketing companies are paid a portion of the
membership fee and premiums. Based on records I obtained during the course of my
inves}igation, it appears that the marketers utilize unsolicited faxes sent by automated
dialers, the internet, mailers, and telemarketing. The target market is small businesses,
people who cannot obtain insurance due to a pre-existing condition, and anyone who
cannot afford a major medical policy.

14. On or around July 2008, SDS began administering several limited benefit
health plans in this state allegedly underwritten by SAA. SDS has and continues to
prepare and distribute insurance cards and fulfillment packages to enrollees of ATA LLC
and ATA for this purported health insurance coverage. SDS has collected premiums for
the purported health insurance provided from the enrollees of ATA LLC and ATA.

15. I have interviewed approximately 10 people who have purchased coverage
from Posey, SDS, ATA LLC and ATA, paid premiums to Posey, SDS, ATA LLC, and
ATA, and who have failed to have their claims paid when they were submitted to Posey,

SDS, ATA LLC and ATA.



16. On February 4; 2010, I interviewed Durenda Hood. Ms. Hood is a 59 year
old Tennessee resident who purchased health insurance through Posey, SDS, ATA LLC
and ATA. On October 9, 2008, Ms. Hood had $336.00 deducted from her checking
account and has had $211.00 per month deducted from her checking account since then
to pay for the ATA health insurance premium. The total she paid for the health insurance
was $3,290.00. As of February 2010, Ms. Hood stated she continued to have the $211.00
per month premium deducted from her checking account. A copy of Ms. Hood’s affidavit
is attached as Exhibit C.

17. On March 7, 2010, I interviewed Paul Brooks. Mr. Brooks is a Tennessee
resident who purchased health insurance through Posey, SDS, ATA LLC and ATA. In
June 2009, he began paying $445.00 a month in premium. From June 2009 through
November 2009, Mr. Brooks paid about $2,700.00 in premiums to Posey, SDS ATA
LLC and ATA. Mr. Brooks has approximately $3,000.00 in unpaid claims. At the end of
November 2009, Mr. Brooks cancelled the ATA health insurance. A copy of Mr. Brook’s
affidavit is attached as Exhibit D.

18. Oﬁ February 24, 2010, I interviewed Max Fagan who resides in Pleasant
View, Tennessee. On or about August 2009, he purchased health insurance offered by
the Posey, SES, ATA LLC and ATA for his family after his wife spoke with Angie
Posey. He pays $506.00 a month. Mr. Fagan has approximately $8,000 in unpaid
claims. The most recent payment he has made was in February 2010. Recently, Mr.
Fagan said the discount prescription plan has been terminated. He was told by SDS they
would cover any prescription costs until the plan was reinstated. A copy of Mr. Fagan’s

affidavit is attached as Exhibit E.



19.  Based on loan documents I have reviewed, it appears that Posey has -used
premium money collected from his custom@rs on personal expenses and expenses not
related to the operation of an administrator or an insurance company. Specifically, I
identified a check (#2521), that Posey issued on December 23, 2009 from his SDS
checking account (account # ****0201) in the amount of $588,539.78 to First State
Bank. This check paid off a mortgage loan held at First State Bank. The mortgage loan
was secured by property located at 4676 Highway 41 North in Springfield, Tennessee.
Exhibit F.

20.  Based on my review of property tax assessor’s records and the registrar of
deedst, this property is owned individually by Posey.

21. Several state insurance.regulators have issued Cease and Desist O%ders
against one or more Posey related entities including Missouri, Connecticut, Arkansas,
Indiana, Delaware, Michigan, Montana, North Carolina and Oklahoma. In each of these
states, Posey, SDS, ATA LLC and ATA collected premiums for offering purported health
insurance coverage and failed to pay claims. Certified copies of the Oklahoma,
Arkansas, Kansas, Montana, and Michigan orders are attached as Exhibit G.

22.  On March 3, 2010, I received a certified copy of a complaint file in the
Chancery court for Robertson County, Tennessee. In the complaint, ATA files suit
against William Worthy, II, South East Insurance Advisors, LLC and Nationwide
| Administrators, LLC alleging that Serve America Assurance, LTD is a fictitious
company and that the defendants stole $2,000,000 from ATA by fraudulently collecting

money from ATA on behalf of Serve America Assurance, LTD. Exhibit H.



23.  Based on the information I have collected and reviewed, Posey, SDS,-
ATA LLC, ATA, and their representatives have sold and marketed unlicensed health

insurance in the State of Tennessee, have operated an unlicensed administrator in the

State of Tennessee, and have operated an unlicensed insurance company in the State of

Tennessee.

FURTHER AFFIANT SAITH NOT.

AN

Robert Heisse
4
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Secretary of State
Division of Business Services
312 Eighth Avenue North
6th Floor, William R. Snodgrass Tower
Nashville, Tennessee 37243

TO:

ROBERT HEISE/COMMERCE & INSURANCE
500 JAMES ROBT PKWY

4TH FLOOR DCT

NASHVILLE, TN 37243

ISSUANCE DATE: 09/04/2008
REQUEST NUMBER: 08248517

CHARTER/QUALIFICATION DATE: 11/22/2005
STATUS: ACTIVE

CORPORATE EXPIRATION DATE: PERPETUAL
CONTROL NUMBER: 0507138

JURISDICTION: TENNESSEE

REQUESTED BY:

ROBERT HEISE/COMMERCE & INSURANCE
500 JAMES ROBT PKWY

4TH FLOOR DCT

NASHVILLE, TN 37243

I, RILEY C DARNELL, SECRETARY OF STATE OF THE STATE OF TENNESSEE DO HEREBY CERTIFY THAT

WAS INCORPORATED OR QUALIFIED TO DO BUSINESS IN THE STATE OF TENNESSEE ON THE
ABOVE DATE, AND THAT THE ATTACHED DOCUMENT(S) WAS/WERE FILED IN OFFICE ON THE

DATE(S) AS BELOW INDICATED:

FILING ACTION
NAM DUR STK PRN OFC AGT INC MAL FYC

FILING TYPE

LLC ORGANIZATIO
AN RPT
LLC NOTICE/DET
LLC ADMIN/DISS
AN RPT
LLC REINST ORG
LLC CERT REINST
AN RPT
LLC NOTICE/DET

REFERENCE DATE FILED
NUMBER
5614-1042 11/22/2005
60646-1419 04/01/2006
ROLL 5809 06/14/2006
ROLL 58356 08/21/2006
6044-1431 04/01/2007
6064-1423 04/26/2007
6050-0385 05/02/2007
6366-1120 04/01/2008
ROLL 6325 06s17/2008
FOR: REQUEST FOR COPIES

FROM:

"
TavTeeer

5S§-4458

XH!BIT

AN

Heiss2

ON DATE:
FEES
RECEIVED: $06.00 $0.00
TOTAL PAYMENT RECEIVED: §0.00

RECEIPT NUMBER:
ACCOUNT NUMBER:

RILEY C. DARNELL
SECRETARY OF STATE



Tt

For Qffice Lis Crily
SECEIVED
ARTICLES OF T Taepe

ORGANIZATION e #
(LIMITED LIABILITY COMPANY) *<20Y22 fy o: o¢
(D6 not use if formed on X
or after January 1. 2006, i e
under TN Revised LLC Act) 3 BRI

_Corporate Filings
312 Eighth Avenue North
6 Floor. William B. Snodgrass Tower
Nashville, TN 37243

The undersigned acting as organizer(s) of 2 Limited Liability Company under the provisions of the Tennessese Limited
Liahility Company Act, § 48-205-101, adopts the folfowing Articles of Jrganization,

1. The name of the Limited Liabifity Company is: )
SMARLT DATA SoLuheelde LLg ]

{NOTE: Pursuant to the provisions of § 48-207-101, each fimited Liability Company name must comtain the words
“Limited Liability Company” or the abbreviation “LLC" or “L.L.C. ]

2. The name and cornplete address of the Limited Liability Company's initial registered agent émd office located in the

slale of Tennesses is:
427 Possy
{ Mameg } —
Helh HILHNG, Gl suoeTH S prne I ELo m SPi1L
{ Strest Address ) { City} ! { State/Zip Code )
RoGspTs00
{ Courty }

3. List the name and complete address of each organizer of this Limited Liability Company.

LALT Pacgm IYYP FeaisT fatie Spp e pranTH
{ Name } I { bnclude: Street Address. City, State and Zig Code ) F

{ Nams } { Street Address, City, State and Zip Code }

{ Namea } { Street Address, City, State and Zip Code §

4. The Limited Liability Co y will be: { NOTE: PLEASE MARK APPLICABLE BOX }
03 Board ManagedEdtlember Managed

3

st

5. Number of members at the date of filing

3117

6. Hthe document is not to be effective upon filing by the Secretary of State, the delayed effective date and time is:

Date . . Time {Not to exceed 80 days.)
7 The complele address of the Limited Liability Company's principal execulive office is:
H, Mk Hiwvay, Y1 NOATH _ Sppieeflend  TAl 3T
{ Strest Address ) { { City} { State/County/2is Code )

8. Period of Duration:

PeAL peTua

w

Other Provisions:

10. THIS COMPANY IS A NON-PROFIT LIMITED LIABILITY COMPANY (Check i applicable) ]

jo]i3 o< S AP
Signature Date Signature (menager or member authorizstlter$gn by tre Linded Liabigty Company)
Qwwer YA (W LZ
Bignar's Capacity Name @yped o printed) - -
$5-4249 (Rev. 8/05) Filing Fee: $50 per member (minimum fee = $300, maximur fee = $3,000) - RDA 2458




hor 25 2007 12:45% P. 01

6TFT " TF09

IMITED LIABILITY COMPAKY ANNUAL REPORT . % NY:E s’;‘g‘;‘; E?;?;‘ E,r e,{;i‘, 'a;m 3-'&“
wnnual Repoﬂ Filing Fee [Due:
i50 per member, With a Aﬂnimum fee of $300 and a maximum fes of $3000, ??zn E@'&”A&iﬂ:ﬁu. &th Floor
‘here i an additional fed of §20 if any chanpes are made in block §4 to the Willtam &, Sn%as Tower
egistered agent/office. Nashvilia, TR
mwnmm&wmmm 12 THIE REFORT 1S DUE ON OR BEFORE: D4/D1/06
{) SECRETARY GF STATE CONTROL, Number 0507138
2A.) NAME AND MAILING AGDRESS OF COMPANY _ (2R.) STATE OR COUNTRY OF FORMATION
TENNES
SMART DATA! SOLUTTONS LLC NESSEE -
G676 HWY 61 NOD [2C) ADG OR CHANGE MAILING ADPHESS: = =
SPRINGFIELD, TN 37172 s =
‘J‘i__‘. d
=
-]
o
‘ o
D 11/22/2005 FOR PROFIT =
)] A PRINCIPAL ADDRESS INCLUDING CITY, STATE, ZIP CODE: -
4676 HWY 41 NORTH, SPRINGFIELD. ™ 37172 ‘;
8, CHANGE OF PRINCIRAL ADDRESS: o
STREET _ cny STATE ZIP CODE + 4
4 Tnis LLC 'sD BOARD MANAGB)D DIRECTOR MANAGED [ MANAGER MANAGED [HSEMBER MANAGED (check ons bex)
i board, provide the names and business addresses, inciudipg zip codes, of the govermnars, directore, or mapsarrs (or thelr equivalent),
respectively. Macn sn addxton # shge! it necessaryY.
RAME a BUSTNESS ADDRESS Y, smrs. ZIP CODE + 4
Pl

(5} Provide the names and busijess addresses, Including Zip codes, &F he LLC managers {if governad by tha LLC Act), or sty officers {if governed by the Revised LLC Ast),
{or their sguivalent), respactively. Aftach an additional sheat It necessary.

NAME BUSINESS ADDRESS TITY, STATE, ZIF CODE + 4

Bter Fosey LT[ Ry A7 1D Qprarreld T FHTT

(8) A NAME. OF REGISTERED AGENT AS APPEARS ON SECRETARY OF BTATE RECORDE!

BART POSEY
£, REGISTERED ADDRESS AS APPEARS ON SECRETARY OF STATE RECORDS:

6676 HWY 41 NORTH, SPRINGFIELD, TN 37172
©. INDICATE BELOW ANY CHANGES TO THE REGISTERED AGENT NAME AND/OR, REGISTERED OFFICE.

1) CRARGE DF REGISTERED AGENT:

i) CHANGE KOF REGISTERED OFFICE (Strest Addresa):
chty) (State) TR (Zip Cote +4§) {County)

(7} Number of musmbers on the leate ne annual raport is eecytsd If there are mere than $IX (8) members:
[ nis LLC tx prohibited from sngaging in busi in T {eheck box if applicable).

{8) SIGNATURE q ' {81 DATE

/ (11} T‘?J;J/H

7 %= THIS REPORT MUST BE DATED AND SIGNED * * ’

.. 584253 (Rev. 01-18) IRSTRUCTIONS: weny, atate. ba.us/soel or 615-741-2888 RDA 1878




SECRETARY DF STATE ISSUANCE DATE: U6/14/86
CORPURATIONS SECTION : CONTROL MUMBER: 0507138
WILLIAM R, SNODGRASS TOWER

312 EIGHTH AVENUE NORTH - SIXTH FLGOOR

RASHVILLE, TENNESSEE 37243-0306

BART POSEY
4676 HWY 41 NORTH
SPRINGFIELD, TN 37172

RE: SMART DATA SOLUTIONS LLC
NOTICE OF DETERMINATION

Pursuant to the provisions of Sections 38-265-301 or 48-246-501 of the Tennasses Limited
Liability Company Act or Sections GB-249-£04 or 48-269-908 of the Tennessee Ravised
Limited Liability Company Act, it has been determined that the fellowing ground(s)
exist(s) for the administrative dissolutien of the above limited li:sility company, if
a Tennesses limited liabilitv company, er revocation of its certificate of authority,

if & fereign limited liabiliiy company:

The Limited Lisbility Company Annual Report which was due on or before 06701708 hae
not been filed. To ebtain an annual report form or for additional information,
please call this office at (61B) 741-228%.

If the limited lisbility company does not cerrect each ground for dissclution/revecation
er provide evidence that each ground does not exist within tws (Z) months after issuance
date of this notice, the limited lisbility company shall be administratively dissclved/

[
s}
L
Ca

W0
¢

revoked, as sppropriste. Feor assistance in this regard, please contack this oFfice at the

appropriate telephone number listed shave,



SECRETARY OF STATE EFFECTIVE DATE: 08/21/06
CORPORATIONS SECTION TELEFHONE CONTACT: (&15) 761-2286
WILLIAM R. SNODGRASS TOWER CONTROL HUMBER: 0507138

312 EIGHTH AVENUE NORTH - SIXTH FLOOR

NASHVILLE, TENNESSEE 37243-0306

83

oo

)

BART POSEY I
4676 BWY 41 MORTH .
SPRINGFIELD, TN 37172 s

~1

w

[y

RE: SHART DATA SODLUTIORS LLC
CERTIFICATE OF ADMINISTRATIVE DISSOLUTION

Pursuant to the provisions of Sectisns %8~265-302 or 48-266-502 of the Tennsssee Limited
Liability Company #ct or Sectinns 48-2649-635 or 48-249-909 of the Tennesgee Revised
Limitad Liability Company Act, this constitutes notice that the above limited liability
company is hereby sdministratively dissolved, if a Ternessee limited liability company,
ar that its certificate of authority is revoked, if a foreign limited liability company,
for the following reasonis):

For failure toc file the Limited Liability Company Annual Report, as required by
the Tennessee Limited Liability Act om the Tennessee Ravised Limited Liability
Company Act, as applicable.

The limited liabilitw company or ils certificats of authority may be reinstated upon the
2limination of the above ground(s) and the filing of an spplication fer reinstatement.
The limited lisbility name must he available and stherwise satisify ths requirements

af Section §8-207-101 of <he Teninessee Limited Liability Act or Section 48-249~108 of
the Tenne=see Revised Limited Linhility Company Act, as applicable. The reinstatement
application fee is Seventy Dallars {($70.00).




l fpr 25 2007 12:45

P.02

IMITED LIABILITY COMPARY ANKUAL REPORT

wnnual Report Flilng Fes Due: i
i50 per membar, with a minimum fee of $300 and 2 mazimum fee of §30070.
here is an additional feelof §20 if any changes are made In block #6 to the

Pigase return completed form 6]
TEMMESSEE SECRETARY OF STATE
Attr: Annual Repoll :

312 Eighth Avenue N. 6th Floor

William R. Spodgrass Tower
egistered agent/office. Haxhville, TN 3
URRENT RSCAL YEAR CLOSING MONTH: 12 THIS REPORT IS DUE ON OR BEFORE 06/01/ 07
1} SECRETARY GF STATE CONTROL Humbar: 0B07138

28, ) NAME AND MAILING ADDRESS OF COMPANY }12&) STATE OR COUNTRY OF FORMATION  p.5 &%,
: ENNE : s X
| SMART DATA SOLUTIONS LLC . TENNESSEE 3o = 2
- {2C.} ADD OR CHANGE MAILING AD! " -
SPRINGFIELD, TN 37172 TE 3 2@
22 7 23
2z = F°
o= = B
p  11/22/2005 FOR PROFIT - = &
@ A PRINGIPAL ADDRESS INCLUDING GITY, BTATE, 2P CODE: p= o
4676 HWY 41 NORTH, SPRINGFIELD, TN 37172
B. CHANGE OF PRINCIRAL ADDRESS:
STREET CITY STATE ZIP CODE + 4

@) This LLC is[] BOARD MANAGED ] DIRECTOR MANAGED [T MeANAGER MANAGED [ELMENMBER MANAGED (chack one buxd
if board, dirsctor, of 9 gaq, provids the names and business addresses, nelikiing 2ip eodes,
respaciively. Attach an sddilonal shast it necessary.

of the govermnors, directors, or managers (or helr equivaient),

NAME RUSINESS ADDRESS CITY, STATE, ZIF CODE + 4

oy 4

2
T [

CAnnsFeé ) _éif 7
oy S R

5} Provide the names and busts
(or their mquivaient), respectively. Attach an pdditlenal sheel if neceasary.

Lans nddrosses, Inciuding zip codes, of e LLE mahagers {(if governed by the LLC Ast, or aiy officers [if gaverned by the Revised LLC Act),

t NAME BUSINESS ADDRESS CITY, STATE, ZIP CODE + 4

L, T ETAN %

Sl 3

HIZ

@ A NAME OF REGISTERED AGENT 45 APPEARS ON SECRETARY OF STATE RECORDS:
BART POSEY

B. REGISTERED ADDRESS AS APPEARS ON SECRETARY OF STATE RECORDS:

G676 HWY 41 NORTH, SPRINGFIELD, TN 37172
€. INDICATE BELOW SNY CHANGES TO THE REGIETERED AGENT NAME AND/OR REGISTERED OFFICE.

© (.} CHAKGE OF REGIGTERED AGERT:

il.} CHARGE [OF REGISTERED BFRCE (Strost Addresal

{City) (Slate} TN (Zip Code +4)

{7) Mumber of members on the date the snnusl report is sxesined If thers are move Ban six (6] members!
I This LLG 1a probisited Fom ehgaging In business in Tennessee (chack box it appticable).

“”W}/ﬂ —

Y

(11} JrLE oF SENER
,B]', P Masmp

r'd
{70, E/PRINT NAMELOF SIGNER
BT 1°6%

T+ THIS REPORT MUST BE DATED AND SIGNEE™ *

INSTRUCTIONS: www. state tn.us/sna/ or 895-744-2288

RDA 1878

TEFT 7F09




kpr 25 2007 12:45 P.03

r

» o . 2067 PR fg"%’“ﬁ’ ‘L@
$¢ﬁ 2B &t% : ;

L kY P
APPLICATION FOR msmmmng;— e el
Bryariment of Spate FOLLOWING ADMINISTRATIVE “= |- (oRY OF STATE
Cotporste Filings DISSOLUTION/REVOCATION
312 Eightb Avenue North ' ILLO) :

6™ Floor, Willlam R. Snodgrass Tower
Nashyille, TN 37243

. Pursuant fo the provisions of §48-245-303 or §48-246-503 of the Tennessee Limited Liability Company Act
or 548-259-606 or §48-249-910 of the Tennessee Revised Limited Liability Company Act, this application is
_ submirted tg the Tennessee Secretary of State for reinstatement.

ETFT "F¥F09

" 1. The name of the Limited Liability Company Is Smarr D GJL&' SdLLC“ M LLC

(Name change If applicable)

2. The effedtive date of its administrative dissolution/revocation is ﬁé/b/ / / ché

/  (mustbe month, day and vear)

3. The groundis) for the administrative dissolution/revocation

D didinot exist.

B hasimave been eliminated.

[NOTE: PfFase mark the applicable box]

4, The LsmiteLd Liability Company name as listed in number one (1) satisfies the name requirements of Tennessee
Limited Liiability Company Act or Tennessee Revised Limited Liabflity Compaty Act, as applicable.

5. The Limited Liabiltty Company control number assigned by the Secretary of State, if known is

%/2@/@7 | Soarr &ﬁﬂ%&%

‘<IJ ature Date . Name ngmnfod?l’agCompanY
MLEK/ G De T~ K
Signer’s Cap: :c:ty Sigmature
Baer Posa_@
Name {h "‘edorpnnmd‘
554240 (Rev. 01/06) Flling Fee: 870 RDA 2458




Secretary of State
Division of Business Services

i DATE: 064/26/07
312 E'gl_'th Avenue North REQUEST NUMBER: 6044-1423
6th Floor, William R. Snodgrass Tower . TELEPHONE CONTACT: (615) 741-2286
Nashville, Tennessee 37243 FILE DATE/TIME: 04/26/07 11642
3

EFFECTIVE DATE/TIME: 04/26/07 1142
CONTROL NUMBER: 0507138

TO:
SHMART DATA SOLUTIONS LLC
4676 HWY 41 N

SPRINGFIELD, TN 37172

RE:
SMART DATA SOLUTIONS LLC

_APPLICATION FOR REINSTATEMENT - DOMESTIC
LIMITED LIABILITY COMPANY

IT HAS BEEN DETERMINED THAT THE ATTACHED APPLICATION FOR REINSTATEMENT CONTAINS
THE INFORMATION REQUIRED BY STATUTE, THEREEORE THE ABOVE LIMITED LIABILITY
COMPANY IS HEREBY REINSTATED, OR IF A FOREIGHN LIMITED LIABILITY COMPANY, ITS
CERTIFICATE OF AUTHORITY IS REINSTATED.

E 4
WHEN CORRESPONDING WITH THIS OFFICE OR SUBMITTING DOCUMENTS FOR FILING, PLEASE
REFER TO THE LIMITED LIABILITY COMPANY CONTROL NUMBER GIVEN ABROVE.

.................................................................................

FOR: APPLICATION FOR REINSTATEMENT - DOMESTIC ON DATE: 04/26/07
LIMITED LIABILITY COMPANY
FEES
FROM: RECEIVED: $70.00 $0.0
SDS, LLC
G676 HWY 41 NORTH TOTAL PAYMENT RECEIVED: $70.00
SPRINGFIELD, TN 37172-0000 RECEIPT NUMBER: 00004166207

ACCOUNT NUMBER: 00508916

PRMER > RILEY C. DARNELL
SECRETARY OF STATE

e !
oy

$5-4458

S8€0°0G09




. RDA 1878
Lo as e

LIMITED LIABILITY COMPANY ANNUAL REPORT

. " Please return completed form to:
“Annual Report Filing Fee Due:

. Attn: Annual Report
: 312 Eighth Avenue N. 6th Floor
There is an additional fee of $20 if any changes are made in block #6 to the
regrstered agent/office.

TENNESSEE SECRETARY OF STATE
$50 per member, with a minimum fee of $300 and a maximum fee of $3000.

Wiiliam R. Snodgrass Tower
Naghville, TN 37243
THIS REPORT IS DUE ON OR BEFORE: /
CURRENT FISCAL YEAR CLOSING MONTH:
~. 12 “/ilos
| #1) SECRETARY OF STATE CONTROL Number: 0507138 : :
- (2A.) NAME AND MAJLING ADDRESS OF COMPANY

{28.) STATE OR COUNTRY OF F¢RMAT)0N

MART DATA SOLUTIONS LLC

s : TENNESSEE
g 76 HWY 41 NORTH

é {2C.) ADD OR CHANGE MAILING ADDRESS:
PRINGFIELD: TN 37172 :

Nod Rpmitaoie

D 11722/2005 FOR PROFIT

3} A PRINCIPAL ADDRESS INCLUDING CITY, STATE, ZIP CODE:

4676 HWY 4] NORTH, SPRINGFIELD, TN 37172
B. CHANGE OF PRINCIP KDDRESS

pelitoole
CITY

' T STATE - ZIPCODE + 4
{4) This LLC is[] BOARD MANAGEDD DIRECTOR MANAGED D MANAGER MANAGED

STREET

EMBER MANAGED (check one box) ' -
If board, director, or manager managed, provide the names and business addrasses lncludmg zip codes, of tha governors, directors, or managers {or their equivalent),
respectively. Aftach an addmonal sheet if necessary,

e '
NAME BUSINESS ADDRESS

. .CITY, STATE, ?IP CODE + 4
Nov Hoplitable -

(5) Provide the names and business addresses, including zip codes, of the LLC managers (if govemed by the LLC Act), or any officers {if governed by the Revised LLC Act},
{or their equivalent), respectively. Aftach an addntxonal sheet if necessary.
NAME

| BUSINESS ADDRESS CITY, STATE, ZIP CODE + 4 2
P A
o Voseu 7 VY &) Nordy, [ Spanoleld, xréB“Eﬁ—;:.
N Pose Slelle By 4) Nordiy Soam%u& =TRESIS,
1] £ T ’1.\( )
. At - ik
' e P mZ
=T %5
(6) A NAME OF REGISTERED AGENT AS APPEARS ON SECRETARY OF STATE RECORDS: . ' - _O“’i &= =
BART POSEY P (;?5
B. REGISTERED ADDRESS AS APPEARS ON SECRETARY OF STATE RECORDS: ‘f;x;,h Lo ‘m
G676 HWY 41 NORTH, SPRINGFIELD, TN 37172 . '&‘ ;O— m
C. INDICATE BELOW ANY CHANGES TO THE REGISTERED AGENT NAME AND/OR REGISTERED OFFICE. . e
{i.) CRANGE OF REGISTERED AGENT:
(ii.) CHANGE OF REGISTERED OFFICE (Stroet Address):

(City)

{State) TN (Zip Code + 4} (County)

(7} Rumber of membars on the date the annual report is exscuted if there are more-than six {8} members:
DTms LCis prohibited from engaging in business in Tennessee {check box if applicable)

= T Pty TBlhget 14208

{10) TYPEIPRINT NAME OF St ) (11} OF SQGNER
f\C\\L Y cse,v\

eLret Sr‘b\
»* TH!S REPORT MUST BE DATED AND SIGNED * *

ss-:zssk, 01-08} INSTRUC:T'IONS: wwwe.state.tn.us/sos/ or 845-741-2288

OCTT "%9€9




SECRETARY OF STATE ISSUANCE DATE: 06/17/08
CORPORATIONS SECTION CONTROL NUMBER: 0507138
WILLIAM R. SNODGRASS TOWER

312 EIGHTH AVENUE NORTH - SIXTH FLOOR

NASHVILLE, TENNESSEE 37243-0306

9LET "GZTEQ

BART POSEY
4676 HWY 461 NORTH
SPRINGFIELD, TN 37172

RE: SMART DATA SOLUTIONS LLC
NOTICE OF DETERMINATION

Pursuant %o the provisions of Sections 48-245-301 or 48-246-501 of the Tennessee Limited
Liability Company Act or Sections 48-2649-604 or 48-249-908 of the Tennessee Revised
Limited Liability Company Act, it has been determined that the following ground(s)
exist{s) for the administrative dissclution of the above limited liability company, if

a Tennessee limited liability company, or revocation of its certificate of authority,

if a foreign limited liability company: : '

The Limited Liability Company Annual Report which was due on or before 06/01/08 has
not been filed. To obtain an annual report form or for additional information,
please call this office at (615) 741-2286.

If the limited lishility company daes not correct esach ground for dissolution/revocation
or provide evidence that each ground does not exist within two {(2) months after issuance
date of this notice, the limited liability company shall be administratively dissolved/
revoked, as appropriate. For assistance in this regard, please contact this office at the
appropriate telephone number listed above.
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SERVE AMERICA ASSURANCE Administrative Office

SDS, LLC v
4676 Highway 41 North
Springfield, TN 37172

MASTER POLICY OF INSURANCE

This is your Master Policy of Insurance for your Association. It explains the rights and benefits that are
determined by the Master Policy (Policy). The Policy is a legal contract between the Policyholder and US.
The Policyholder is shown on the Schedule.

The Policy alone constitutes the agreement under which payments are made. We will pay the benefits set
forth In the Policy. Benefit payments are determined by all the tenms, conditions and limitations of the
Policy. The Policy may be amended from time to time without your Consent or notice to you. Any such
amnendment will not affect a claim starting before the Amendment takes effect.

z
The Policy has been issued and delivered to the Policyholder. The Policy is held by the Policyholder. As a
participant Of the Policy, you may inspect it at any time during business hours at the office of the

Policyholder.

President

HIGH DEDUCTIBLE MAJOR MEDICAL EXCESS COVERAGE

NON-PARTICIPATING
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GENERAL DEFINITIONS

Accident: A sudden, unforeseen event which results in injury.

Ambulance: A vehicle which is licensed solely as an ambulance by the local regulatory authority to
provide transportation to a Hospital or transportation from one Hospital to another for those individuals
who are unable to travel to receive medical care by any other means or the Hospital cannot provide the
necessary care. Air ambulance charges are payable only for the transportation from the site of an
emergency to the nearest available Hospital that is equipped to treat the condition instead of local ground

Ambulance service.

Class: A category of persons based on student status, job, salary or some other condition of employment or
membership. Eligible classes are shown on the Schedule.

Company: SERVE AMERICA ASSURANCE. Also hereinafter referred to as We, Us, and Our.

Complications of Pregnancy: A condition which 1) When pregnancy is not terminated, requires medical
treatment and the diagnosis is distinct from pregnancy but is adversely affected by or is caused by
pregnancy, such as: a) acute nephritis; b) nephrosis; ¢) cardiac decomposition; d) missed abortion; €)
eclanipsia; f) puerperal infection; g} R.-H. Factor problems; h) severe loss of blood requiring transfusion; i)
and other similar medical and surgical conditions of comparable severity related to pregnancy; or when
pregnancy is terminated: a) non-elective caesarean section; b) ectopic pregnancy that is terminated; and c)
spontaneous termination of pregnancy during a period of gestation in which a viable birth is not possible.

Complications of pregnancy will not include: a) false labor; b) occasional spotting; ¢) Doctor prescribed
rest during the period of pregnancy; d) morning sickness; e) preclampsia; and ) Similar conditions
associated with the management of a difficult pregnancy but which are not a separate Complication of
Pregnancy.

Delivery by cesarean section is considered a Complication of Pregnancy if the cesarean section 1s non-
elective. A cesarean section will be considered non-elective if the fetus or mother is determined to be in
distress and is in tmmediate danger of death, Sickness or injury if a cesarean section is not performed. A
cesarean section beyond one performed in any previous pregnancy will also be considered non-elective if
vaginal delivery is medically inappropriate, or a vaginal delivery is attempted but discontinued due to
immediate danger of death, Sickness or injury to the child or mother.

Covered Charge: The reasonable and customary charge incurred for a service or supply which is
performed or given under the direction of a Doctor for Medically Necessary treatment of a sickness or
injury which is covered by the Policy and incurred by a Covered Person. That portion of any charge which
iz in excess of the Reasonable and Customary charge for a particular service or supply in the area where it
is incurred is not a covered charge. A covered charge is considered incurred on the date the treatment or

service rendered or the supply is furnished.

Covered Person: A Person: a) who is eligible for coverage as the insured or as a Dependent; b) Who has
been accepted for coverage or has been automatically added; ¢) who has paid the required premium; and d)
whiose coverage has become effective and isnot terminated.

Dependent: A person who is the insured’s: a) Legally married spouse residing with the insured; b) child
who is dependent upon the insured for support and maintenance and is under the age of nineteen (19); c)
Child who is dependent upon the insured for support and maintenance, is between 19 and 25 years of age
and is attending school full-time, as determined by the school the Dependent is attending, including
colleges and vocational, technical, vocational-technical or trade schools or institutes.



The term child refers to the insured’s unmarried: a)natural child; b) stepchild; A stepchild is a2 dependent
on the date the insured marries the child’s parent; ¢) adopted child, including a child places with the insured
for the purpose of adoption, from the moment of placement as certified by the agency making the
placement.

In the event both parents of a dependent child are insured persons, such child is considered a dependent of
either parent. The child may not be considered a dependent of both parents.

Doctor: A legally qualified person licensed in the healing arts and practicing within scope of his or her
license and is not a direct Family Member.

Emergency: A sickness or injury for which immediate medical treatment is sought at the nearest available
facility. The condition must be one which manifests itself by acute symptoms which are sufficiently severe
(including severe pain) that without immediate medical care could reasonable be expected to result in any
of the following: a) the patient’s life or health would be in serious jeopardy; b) bodily functions would be
seriously impaired; or ¢) a body organ would be seriously damaged.

Emergency does not include the recurring symptoms of a chronic illness or condition unjess the onset of
such symptoms could reasonably be expected to result in the above listed complications.

Experimental/Investigational: A drug, device or medical care or treatment will be considered
experimental/investigational if reliable evidence shows that’s the prevailing opinion among experts
regafding the drug, device or medical care and treatment is that further studies or clinical trials are
necessary to determine its maximum tolerated dose, its toxicity, its safety, its efficacy or its efficacy as
compared with a standard means of treatment of diagnosis.

Reliable evidence means only: published reports and article sin authoritative medical and scientific
literature; written protocol or protocols by the treating facility studying substantially the same drug, device
or medical care or treatment; or the written informed consent used by the treating facility or other facility
studying substantially the same drug, device or medical care or treatment. Covered charges will be
considered in accordance with the drug, device or medical care at the time the expense is incurred.

Family member: A person who is related to the Covered Person, in any of the following ways; spouse,
brother-in-law, sister-in-law, daughter-in-law, son-in-law, mother or father-in-law, parent (includes
stepparent), brother, sister (includes stepsister or brother), or child (includes legally adopted or step-child).
A Family Member includes an individual who normally lives in the Covered Person’s household.

Hospital: An Institution lcensed, accredited or certified by the State which: a) is accredited by the Joint
Commission of Accreditation of Healthcare Organizations; b) Provides 24-hour nursing service by licensed
registered nurses, (RN); ¢) mainly provides diagnostic and therapeutic care under the supervision of
Doctors while hospital confined; and d) maintains permanent surgical facilities or has an arrangement with
another surgical facility supervised by & staff of one or more Doctors.

Hospital also includes tax-supported institutions, which are not required to maintain swgical facilities.

Hospital does not include a place, special ward, floor or other accommodation used for: custodial or
educational care; rest, the aged, a nursing home, or an institution mainly rendering ireatment or services for
mental or nervous disorders or substance abuse, except as specifically provided in the Policy

Haspital Confined/Hospital Confinement: Confinement in 2 Hospital for at least 24 consecutive hours for
which a room and board charge is made by reason of sickness or injury for which benefits are payable.

Injury: Bodily injury due to an accident which: a) results solely, directly and independently of disease or
bodily infirmity; b) Occurs after the Covered Person’s effective date of coverage; and ¢} Occurs while

coverage is in force.



All injuries sustained in any one accident, including all related conditions and recurrent symptoms of these
injuries, are considered a single injury.

Medically Necessary: A treatment, drug, device, procedure, supply or service that is necessary and
appropriate for the diagnosis or treatment of a sickness or injury in accordance with generally accepted
standards of medical practice in the United States at the time it is provided. When specifically applied to
Hospital Confinement, it means that the diagnosis or treatment of symptoms or a condition cannot be safely

provided on an outpatient basis.

A treatment, drug, device, procedure, supply or service shall not be considered as Medically Necessary if it;
a) s experiment/investigational or for research purposes; b) is provided solely for educational purposes or
the convenience of the patient, the patients family, Doctor, Hospital or any other provider; c) exceeds in
scope, duration, or intensity that jevel of care that is needed to provide safe, adequate and appropriate
diagnosis or treatment and where on going treatment is merely for maintenance or preventative care; d)
could have been omitted without adversely affecting the patient’s condition or the quality of medical care;
e) involves treatment of or the use of a medical device, drug, or substance not formally approved by the
U.S. Food and Drug Admimistration (FDA); f) involves a service, supply, or drug not considered reasonable
and necessary by the Healthcare Financing Administration Medicare Coverage Issues manual; or g) can be
safely provided to the patient in a more cost-effective basis such as out-patient, by a different medical
professional, or pursuant to a more conservative form of treatment.

We reserve the right to determine whether a service, supply or drug is medically necessary.

[ 1
Mental or Nervous Disorder: Nervous, emotional and mental disease, illness, syndrome or dysfunction
classified in the most recent edition of the International Classification of Diseases as a Mental Disorder on
the date the medical care or treatment is rendered to a covered person.

Policyholder: The entity shown as the Policyholder on the Schedule

Pre-Existing Condition: A Sickness or injury for which medical care, treatment, diagnosis or advice was
recerved or recommended within the 12 month period immediately prior to the Covered Person’s effective
date of coverage under the Policy; or the existence of symptoms which would ¢ause an ordinarily prudent
person to seek diagnosis, care or treatment within the 12 months prior to the covered person’s effective date
of coverage under this Policy. Treatment includes taking of Prescriptions Medicines or drugs.

Prescription Drugs: Drugs which may only be dispensed by written prescription under Federal Law, and
approved for general use by the U.S. Food and Drug Administration (FDA). The drugs must be dispensed
by a licensed pharmacy provider for out of Hospital use. Coverage for a Prescription Drug will not be
excluded for a particular indication on the ground that the drug has not been approved by the FDA for that
Indication, if such drug 1s recognized for treatment of such indication in one of the standard reference
compendia or in the medical literature as recommended by current AMA policies.

Reasonable and Customary Charges, Fees or Expenses: The most common charge for similar professional
services, drugs, procedures, devices, supplies or treatment within the area in which the charge is incurred,
so long as those charges are reasonable. The most common charge means the lesser of  a) the actual
amount charged by the provider; b) the negotiated rate, if any; or c¢) the charge which would have been
make by the provider of medical services for a comparable service or supply make by other providers in the
same geographic area, as reasonably determined by Us for the same service or supply.

Geographic area means the three digit zip code in which the service, treatment, procedure, drugs or supplies
are provided or a greater area, if necessary, to obtain a representative cross-section of charge for a like
treatment, service, procedure, device, drug or supply.



Reasonable and Customary Charges, Fees or Expenses will be based on statistically valid data for the most
current medical and surgical codes and nomenclature and will be updated at least every six months.

In determining whether a charge is reasonable, We may consider such factors as We, in the reasonable
exercise of Our discretion, determine are appropriate, including but not limited to: a) the complexity of the
service or supply involved; b) the degree of professional skill, experience and training required for a Doctor
to be able to perform the procedure or service; ¢) the severity or nature of the Injury or Sickness being
treated; d) the provider’s adherence or failure to adhere to charging and billing practices generally accepted
by the established United States medial society as determined by Us; or ) the cost to the provider of
providing the service or supplies, or performing the procedure.

Sickness: Iliness and disease which begin afier the effective date of a Covered Person’s coverage.

Sound Natural Teeth: Natural teeth, the major portion of the individual tooth which is present, regardiess
of filling and caps and is not carious, abscessed, or defective.

You, Your and Yours: The insured shown in the Schedule

We, Ours, and Us: The SERVE AMERICA ASSURANCE

2 ADDITIONAL DEFINITIONS

Calendar Year: The period of time beginning January 1 and ending on December 31 of the same year. The
first Calendar year of the Certificate will begin on the date this Certificate becomes effective and end on the
first December 317 afier a Covered Person’s effective date of coverage.

Durable Medical Equipment: A device which: a)is primarily and customarily used for medical purposes,
is specifically equipped with features and functions that are generally not required in the absence of
sickness or mnjury and is able to withstand repeated use; b) is used exclusively by the patient; ¢) is routinely
used in a Hospital but can be used effectively in 2 non-medical facility; d) can be expected to make a
meaningful conmbution tot eh patient’s sickness or injury; and e) is prescribed by a Doctor and the device
15 medically necessary for rehabilitation.

Durable medical equipment does not include: a) comfort and convenience items; b) equipment that can be
used by Family members other than the covered person; ¢) health exercise equipment; and d) equipment
that may increase the value of the insured’s residence. Such items that do not qualify as Durable Medical
Equipment include, but are not limited to, modifications to the patient’s residence, property or automobiles,
such as ramps, elevators, spas, air conditioners and vehicle hand controls; or corrective shoes, exercise and

sports equipment.

Home Health Care: The provision of health service in the patient’s residence under 2 plan of care
established, approved in writing by the attending Doctor and certified by the attending Doctor as an
alternative to Hospital Confinement or confinement in a skilled nursing facility. Each visit by a
representative of a Home Health Agency is considered as one Home Health Care visit. Four hours of home
health aide service is considered as one Home Health Care Visit. If service extends beyond four hours, each
four hour or portion of that period is considered as one Home Health Care visit.

Home Health Care includes: part time nursing care by or supervised by a licensed registered nurse part-
time home health care aid services which consists mainly of caring for the patient; physical, occupational,
respiratory or speech therapy; nutrition counseling; medical social services by a qualified social worker
licensed by the jurisdiction where services are rendered; and medical supplies. Orthopedic appliances;
durable medical equipment; prescription drugs and insulin, but only to the extent that such charges would
have been considered covered expenses had the patient required Hospital Confinement or confinement in a

skilled nursing facility.



Home Health Agency: An Agency or organizational that: a) Specializes in giving nursing care or
therapeutic services in the home; b) is licensed to provide such care or services by the appropriate licensing
agency where services are performed or is certified as a Home Health Agency under Title XVIII of the
Social Security Act of 1965, as amended; c) is operating within the scope of its license or certification; and
d) maintains a complete medical record for each patient.

Home Health Agency does not mean any other similar service or agency which does not meet this
definition, even is the service or agency meets some of the above requirements or provides some or all of
the services which may be provided by a Home Health Agency.

Hospice: means an agency which provides a coordinated, interdisciplinary program for meeting the
physical, psychological and social needs of a dying person and their families. A Hospice must: a) Be
certified as a Hospice care program by Medicare; b) meet the standards of the National Hospice
Organization, the Joint Commission of Accreditation of Hospitals, or similar standards; ¢) operate primary
for Hospice Care; and d) provide full time supervision of at least one Doctor.

Hospice Care: Services provided by a Hospice providing care to an individual for whom a certified
medical prognosis has been make indicating life expectancy of 6 months or less and who has elected to
receive such care in lieu of other medical benefits provided herein.

Intensive Care: A specifically designed facility of the Hospital that provides the highest level of medical
care; and which is restricted to those patients who are critically ill or injured.

L
Such facility must be separate and apart from the surgical recovery room and from other roomss, beds and

wards customarily used for patient care. Additionally they must be staffed and under constant and
continuous observation by nursing staff assigned on a full-time basis, exclusive to the intensive care unit.

Intensive Care Unit does not mean any of these step-down units: Progressive care intensive care;
intermediate care units; private monitored rooms; observation units; or other facilities which do not mee

the standards for intensive care.

Medicaid: The Health Insurance for the Aged Act, Titie XX of the Social Security Amendments of 1965
as the Constituted or Later Amended.

Medicare: The Health Insurance for the Aged Act, Title XX of the Social Security Amendments of 1965
as the Constituted or Later Amended.

Nurse: A licensed registered nurse (R.N.) or licensed practical nurse (L.P.N.) whao: a) is properly licensed
or certified to provide medical care under the laws of the state where the nurse practices; and b) provides
medical services which are within the scope of the nurse’s license or certificate.

Physiotherapy: Any form of the following administered by a Doctor: a) physical or mechanical therapy; b)
diathermy; ¢) ultra-sound therapy; d) heat treatment in any form; or ¢) manipulation or massage.

Skilled Nursing Care: A place that meets all of the following requirements: a) Is legally operated as a
Skilled Nursing Facility; b) primarily engaged in providing, in addition to room and board
accommodations, skilled nursing care under the supervision of a Doctor; ¢) provides continuous 24-hour a
day nursing service by or under the supervision of a licensed nurse; and d) maintains a daily medical record

on each patient.

Skilled Nursing Facility also means a place which may not meet the above rules, but is a nursing facility
that is either approved for payment of Medicare benefits or could get such approval upon request.

Skilled Nursing Facility does not mean or include any home or facility, or part thereol, used primarily for
rest, residential, retirement, or custodial care.



COKNDITIONS OF NSURANCE

ELIGIBILITY

Insured: You are eligible for coverage when you complete a valid application, meeting Our underwriting
standards for coverage and pay the initial premium.

Dependent Spouse: Your dependent lawful spouse is eligible for coverage the later off a) the date You
become eligible for insurance; or b) The date of the marriage to You.

Your dependent spouse must complete a valid application, meeting Our underwriting standards for
coverage, and pay the initial premium.

Dependent Child: A dependent child is eligible for coverage on the later of. a) the day You become
eligible for insurance; or b) the date you acquire the dependent child.

A dependent child is deemed to be acquired as follows: a) Natural birth: On date of birth; b) Adopted
child: From the moment of placement with You for the purpose of adoption, as certified by the agency
making the placement; or ¢) Stepchild: On the date of Your marriage to the child’s parent.

Your dependent child (ren) must complete a valid application, meeting Our underwriting standards for
covetage, and pay the initial premium.

EFFECTIVE DATE

Insured and Dependexnts, except Dependents Acquired After the Effective Date: Coverage is effective
as stated on the schedule.

Dependents Acquired After Effective Date

Newborn Children: Your newborn child is automatically covered from the moment of birth until such
child is 31 days old. Coverage for such child will be for sickness and injury, ncluding medically diagnosed
congenital defects, birth abnormalities, prematurity and nursery care. However you must notify Us in
writing within 31 days of such birth and pay the required additicnal premium, if any, in order to have
coverage for the newborn child to continue beyond such 31 day period.

Adopted Child: Coverage for an adopted child is effective upon the date of placement for adoption.
Coverage for such child will be for sickness and injury, including medically diagnosed congenital defects,
virth abnormalities, prematurity and nursery care. However, You must notify Us in writing within the 31
days of such adoption and pay the required additional premium, if any, in order to have coverage for the
adopted child to continue beyond such 31 day period.

“Placement for Adoption” means the assuraption and retention by You of a legal obligation for total or
partial support of a child in anticipation of the adoption of the child. The child’s placement with You
terminates upon the termination of the legal obligations.

Dependent Spouse: A dependent spouse is eligible for coverage on the date of lawful marriage to You.
Application and premium must be received within 31 days of the marriage. Coverage will become effective
following Our acceptance of the spouse’s application and payment of the required premium.

Enroliment ander Court Orders: If pursuant to a court order which meets the specifications of 20-7-
1200 of the statutes, You are required to provide health coverage for a child and You are eligible for
dependent coverage, we shall: a) permit you to enroll a child who 1s otherwise eligible for the coverage
without regard to any enrollment season restrictions; b) if you are enrolled but fail to make application to



obtain coverage for the child, enroll the child under the Policy upen applications of: 1) the child’s other
parent; 2) the state agency administering the Medicaid program; or 3) the state agency administering 42
U.S.C. 651 10 699, the child support enforcement program; and c) continue coverage of the child unless We
are provided satisfactory written evidence that: 1) Court order is no longer in effect;  2) Child 15 or will
be enrolled in comparable health coverage through another insurer which will take effect not later than the
effective date of disenrollment; or 3) the Policyholder has eliminated family health coverage for all its

members.
TERMINATION

Covered Person: Coverage with respect to a covered person will terminate at 12:01 A M. standard time at
vour residence on the earliest ofi a) the date the Policy terminates; b) the date coverage is terminated by Us
for all certificate holders in your state; ¢) the date we receive your written request to terminate coverage; d)
the last day of the period for which the premium is paid; e) the last day of the period for which premium

. has been paid following the date a dependent ceases to be a dependent as defined; or 1) the date a covered
person enter full time military service. Upon written request within 30 days of entering the military, We
will refund any unearned preminm pro-rata with respect to such person.

At least 45 days prior to written notice will be given to you if We terminate your coverage for any reason,
except nonpayment of premium.

If We discontinue the Policy form or plan of Insurance, We will provide you 90 days written notice and the
opportunity to purchase without submitting proof of good health, any similar insurance coverage which we
offer in that state. If we uniformly discontinue all coverage in a market in your state of residence, We will
provide you at least 90 days written notice before the coverage terminates.

The continued coverage will cover the covered person and his insured dependents.

Continved coverage will terminate on the earlier of a) the date 18 months afier the date on which the group
coverage would otherwise have terminated because of termination of the group membership. B) if the
covered person fails to make timely payment of premium, the end of the period for which premium
payment was made; or c) the date the Policy is terminated and is not replaced by another group policy

within 31 days.

1f a group policy 1s replaced, covered persons covered under continued coverage shall remain under such
coverage under the replaced policy until as provided in the termination of Continued Coverage provision.

In the Event of Dissolution of Marriage

If your marriage is dissolved by a valid decree of dissolution and if your spouse is a covered person on the
date of the decree of dissolution then the dependent spouse’s coverage will continue in force under the
policy, subject to its provisions, if the dependent spouse pays the first premium required for the continued
coverage within 31 days after the entry of the decree of dissolution. -

If the dependent spouse continues coverage pursuant to this provision, we will issue him or her 2 new
Certificate as evidence of coverage under the Policy.

For a Dependent child reaching the limiting age
If & dependent child no longer qualifies as a dependent, then the dependent child’s coverage will continue
in force under the policy, subject to its provisions, if the dependent child pays the first premium required

for continued coverage within 31 days after the date her or she no longer qualifies as a dependent child.

If the dependent child continues coverage pursuant to this provision, we will issue him or her a new
certificate as evidence of coverage under the Policy.



MEDICAL EXPENSE BENEFITS

We will pay for Covered Charges incurred by the covered person due to Sickness or Injury while covered
under the Policy, Covered charges as defined and.limited are shown on the Schedule and are, during a
Calendar Year, subject to: a) deductible; b) insured percent; ¢) our-of-pocket maximums; d) coordination
of benefits; e) the lifetime aggregate maximum amount; and ) definitions, limitations, exclusions and other

provisions of the Policy.

Deductible: A dollar amount of covered charges a covered person must pay each calendar year before
benefits are paid. The deductible is shown in the Schedule. A new deductible will apply each calendar year.

Insured Percent: The percentage of covered charges we pay for covered charges during each calendar
year after the deductible is satisfied. The insured percent is shown in the Schedule.

Calendar Year Maximum: The maximum amount that will be paid in benefits within a calendar year.
Lifetime Aggregate Maximum Amount: The maximum amount of benefits We will pay while 2 covered
person is covered under this Certificate. The Lifetime Aggregate Maximum Amount is inclusive of all
benefit amounts received under this Certificate. The Lifetime Aggregate Maximum Amount is shown on
the Schedule.

L 4
Our of Pocket Maximuny: The amount of covered charges a covered person must pay during a Calendar
Year before his or her benefits are paid at 100%. The Out-Of-Pocket Maximurn is in addition to the
Deductible and applies only to out-of-network expenses. The Out-of-Pocket Maximum is stated in the

Schedule.

GENERAL EXCLUSIONS

We won’t pay benefits for:

Treatment, services or supplies which:

Are not Medically Necessary

Are not prescribed by a Doctor as necessary treatment to treat a Sickness or Injury

Are determined to e Experimental/Investigational in nature by Us

Are received without charge or legal obligation to pay

Would not routinely be paid in the absence of insurance

Are received form family members

Are received outside the United States
Expenses incurred as a result of loss due to war, declared or undeclared; service in the armed forces of any
country.
Expenses incurred as a result of committing or attempting to comumit an assault or felony or participating in
a riot or civil commotion.
Expenses incurred as a result of suicide or attempted suicide or intentionally self-inflicted injury whether
sane or insane.
Injury or sickness arising out of or in the course of employment which is compensable under any Worker’s
Compensation or Occupational Disease Act or Law.
Cosmetic Surgery other than:

a) reconstructive surgery incidental to or following surgery resulting from trauma, infection, or

other diseases of the involved part; or ’
b) reconstructive surgery because of a congenital disease or anomaly, except as provided for
Dependent newborns.

Injury due to being legally intoxicated, as defined by the jurisdiction in which an accident occurs.
Loss due to voluntarily using any drug, narcotic or controlled substance, unless as prescribed by a Doctor.
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Riding as a passenger or otherwise in any vehicle or device for aerial navigation, except as a fare paying
passenger in an aircraft operated by a commercial scheduled airline.

Any service or supply not specifically listed as a covered charge.

Sexual reassignment surgery and related expenses. ‘

Routine physical examinations, health examinations or preschool physical examinations including routine
care of a newborn infant, other than Hospital nursery expense of 2 dependent newborn baby.

Temporomandibular Joint Dysfunction (TMJ)
Expenses incurred as a result of dental treatment or dental x-rays, except as specifically provided and then

only when injury occurs to sound natural teeth.

Eye examinations, contact lenses, eyeglasses, replacement of eyeglasses or prescription, therefore, or radial
keratotomy or laser surgery; hearing aids or prescriptions or examinations, except as required for repair
caused by injury.

Treatment of infertility, including diagnosis, diagnostic tests, medication, surgery, intrafallopian transfer

and in viro fertilization, or any other form of assisted contraception.
Manipulations of the musculoskeletal system, which includes manipulation of muscles, joints, soff tissue,

bone, spine, as well as traction and massage, application of heat or cold.
Expenses to the extent they are paid under Medicare or any other government insurance plan (except

Medicaid).

Expenses covered by automobile “no fault” contracts (group, group-type or individual).

Chelation treatments.
Artificial limbs or prosthetics, except as specifically provided.

PRE-EXISTING CONDITIONS LIMITATION

Pre-existing Conditions are not covered for the first twelve (12) months following a Covered Person’s
effective date of coverage under this Policy.

The Pre-existing Condition Limitation does not apply to: a) a newborn Dependent Child; or b} a child

adopted by you or placed with you for adoption, if the adoption or placement for adoption occurs while you
are covered under this Policy.
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COORDINATION OF BENEFITS PROVISION

The following provisions are applied to determine which Insurance Plan pays benefits first when a Covered
Person is covered by tow or more plans. A Plan that pays first is called “Primary”. All other plans called

“Secondary”.

&
If these provisions apply, the order of benefit determination rules should be looked at first. Those rules
determine whether the benefits of this plan are determined before or afier those of another plan. The
Benefits of the Plan:
(1) Shall not be reduced when, under the order of benefit determination rules, This Plan
determines its benefits first before another plan; but
(2) May be reduced when, under the order of benefit determination rules, another plan determines
its benefits first. The above reduction is described in Section IV “Effect on the Benefits of the

Plan™.

Definitions:

“Plan” is any of these which provide benefits or services for, or because of, medical or dental or treatnent.
(1) Group Insurance or group-type coverage, whether insured or uninsured. This includes
prepayment, group practice or individual practice coverage. It also includes coverage other
than school accident-type coverage.
(2) Coverage under a governmental plan or coverage required or provided by law. This does not
include a state plan under Medicaid (Title XIX grants to States for Medical Assistance
Programs, of the United States Social Security Act (42 U.S.C.A. 301, et seq.) as amended
form time to time).
Each contract or other arrangement for coverage under (1) or (2) is & separate plan. Also, ifan
arrangement has two parts and COB rules apply only to one of the two, each of the parts is a separate plan.

“This Plan” is not part of the group contract that provides benefits for health care expenses.

“Primary Plan/Secondary Plan™ The order of benefit determination rules state where this plan is a primary
plan or secondary plan as to another plan covering the person.

(1) When this Plan is a Primary Plan, its benefits are determined before those of the other plan

and without considering the other plan’s benefits.
{2) When this Plan is a Secondary Plan, its benefits are determined after those ofhe other plan

and may be reduced because of the other plan’s benefits,
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(3) When there are more than two plans covering the person, This Plan may be a Primary Plan as
to one or more other plans and my be a Secondary plan as to a different plan or plans.

“Allowable Expense” means a necessary, reasonable and customary item of expense for health care; when
the item of expense is covered at least in part by one or more plans covering the person for whormn the claim

1s made.

(1) The difference between the cost of a private room and a semi-private hospital room is not
considered an allowable expense under the above definition unless the patient’s stayin a
private hospital room is medically necessary either in terms of generally accepted medical
practice, or as specifically defined in the plan.

(2) When a plan provides benefits in the form of services, the reasonable cash value of each
service rendered will be considered both an Allowable Expense and a benefit paid.

*Claim Determination Period” means a calendar year. However it does not include any part of a year
during which a person has no coverage under this Plan, or any part of a year before the date this COB
provision or a similar provision takes effect.

Order of Benefit Determination Rules:

General: When there is a basis for a claim under this Plan and another plan, this plan is a Secondary plan
which has its benefits determmed after those of the other plan, unless:
t (1) The other plan has rules coordinating its benefits with those of this Plan; and
{2) Both those rules and this Plan’s rules, in subsection B below, require that this Plan’s benefits
be determined before those of the other plan.

Rules: This Plan determines its order of benefits using the first of the following rules which apply:

(1) Non-Dependent/Dependent. The benefits of the plan which covers the person as an employee,
member or subscriber (that is, other than as a dependent) are determined before those of the
plan which covers the person as a dependent; except that : if'the person is also a Medicare
beneficiary, Medicare is:

a. Secondary to the plan covering the person as a dependent; and
b. Primary to the plan covering the person as other than a dependent, for example a
retired employee.

(2) Dependent Child/Parents not separated or divorced. Except as state in subsection (b) (3)
below, when this plan and another plan cover the same child as a dependent of a different
person, called “parents™ ,

a. The benefits of the plan of the parent whose birthday falls earlier in the vear are
determined before those of the plan of the parent whose birthday falls later in that
year; but

b. I both parents have the same birthday, the benefits of the plan which covered the
parent longer are determined before those of the plan which covered the other parent
for a shorter period of time.

¢.  However, if the other plan does not have the rule described in subsection (2) (a)
immediately above, but instead has a rule based upon the gender of the parent, and if,
as a result, the plans do not agree on the order of benefits the rule in the other plan
will determine the order of benefits,

(3) Dependent Child/ Separated or Divorced. If tow or mare plans cover a person as a dependent
child of divorced or separated parents, beneifits for the child are determined in this order:
a. First the plan of the parent with custody of the child;
b.  Then, the plan of the spouse of the parent with the custody of the child; and
c. Finally, the plan of the parent not having custody of the child



d. However, if the specific terms of a court decree state that one of the parents is
responsible for health insurance expense of the child, and the entity obligated to pay
or provide the benefits of the plan of that parent has actual knowledge of those terms,
the benefits of that plan are determined first. The plan of the other parent shall be the
secondary plan. This paragraph does not apply with respect to any Claim
Determination Period or Plan year during which any benefits are actually paid or
provided before the entity has the actual knowledge.

(4) Dependent/ Child/Joint Custody: If the specific terms of a court decree state that the parents
shall share joint custody, without stating that one of the parents is responsible for the health
care expenses of the child, the plans covering the child shall follow the order of benefit
determination rules outlined in Paragraph II1 subsection (2) (b) above.

(5) Active/Inactive Employee. The benefit of 2 plan which covers a person as an employee who is
neither laid off nor retired (or as the employee’s dependent) are determined before those of a
plan which covers that person as a laid off or retired employee (or as that employee’s
dependent). If the other plan does not have this rule, and i1, as a result, the plans do not agree
on the order of benefits, this Rule (5) is ignored.

(6) Continuation coverage. If a person whose coverage is provided under a right of continuation
pursuant to federal or state law also 1s covered under another plan, the following shall be the
order of benefit determination.

a. First, the benefits of a plan covering the person as an employee, member or
subscriber (or as that person’s dependent);
b. Second, the benefits under the continuation coverage.
(7) Longer/Shorter length of Coverage. If none of the above rules determines the order of
benefits, the benefits of the plans which covered an employee, member or subscriber Jonger
are determined before those of the plan which covered that person for the shorter term.

Fffects on the Benefits of the Plan

(1) When this Section applies. This section applies when, in accordance with the above Section,
“Order of Benefit Determination Rules,” This Plan is Secondary plan as to one or more other
plans. In that event the benefits of this Plan may be reduced under this section: Such other plan or .
plans are referred to as “the other plans™ in (2) immediately below,

(2) Reduction in this Plans Benefits. The benefits of this Plan will be reduced when the sum of

(2) The benefits that would be payable for the Allowable Expense under this Plan in the
absence of this COB provision; and

(b) The benefits that would be payable for the Allowable Expenses under the other plans, in
the absence of provisions with a purpose like that of this COB provision, whether or not
claim 1s made; exceeds those Allowable Expenses in a Claim ‘determination period. In
that case, the benefits of this Plan will be reduced so that they and the benefits payable
under the other plans do not total more than those Allowable expenses.

{(c) When the benefits of this Plan are reduced as described above, each benefit is reduced in
propartion. It is then charged against any applicable benefit limit of this Plan.

Right toReceive and Release Needed Information

ertain facts are needed to apply this COB rules. Insurer has the right to decide which facts it needs, It
may get needed facts from or give them to any other organizaticn or persen. Insurer needs not tell, or get

14



the consent of, any person to do this. Each person claiming benefits under this Plan must give insurer any
facts it needs to pay the claim.

Facility of Payment

A payment made under another plan may include an amount which should have been paid under this Plan.
If 1t does insurer may pay that amount to the organization which made that payment. That amount will then
be treated as though 1t were a benefit paid under this Plan. Insurer will not have 1o pay that amount again.
The term “payment made” includes providing benefits in the form of services, in which case “payment
made” means reasonable case value of the benefits

Right of Recovery

If the amount of the payment made by insurer is more than it should have paid under this COB provision,
it may recover the excess from one or more of: a) The persons it has paid or for whom it has paid; b)
Insurance companies; or ¢) other organizations.

PREFEFFED PROVIDER BENEFIT

We encourage Covered Providers by providing benefit incentives when Preferred Providers are used.
b= f=3

In thg event of an emergency, services rendered by any Hospital due to and within the first-24 hours afier
the onset of the emergency are covered as if the service had been provided by Preferred Hospital. After the
first 24 hours, service rendered by a non-preferred Hospital 1o treat the emergency will continue to be
covered as if rendered by a preferred provider only until the covered person can reasonably and safely be

transferred to a preferred Hospital.

In the event a covered person 1s fraveling or away from home, needs medical attention, and cannot use a
Participating Provider for the area, contact our Custorner Service department. We will refer the covered
person to a participating provider that may be available in the area nearest to such person at the time. If
there is no participating provider available benefits for covered charges will be subject to the reduced
insured percentage and out-or-pocket maximum.

A covered person is not required to seek treatment from a preferred provider. Each covered person is free
1o elect the services of a provider and benefits payable will be made in accordance with the terms and

conditions of this benefit.

e o okl o

‘We do not make any representation or warranty as to the medical competence or ability of a prefer
provider or to thewr respective staff or Doctors. We shall not have any liability or responsibility, exther
direct, indirect, vicarious or otherwise, for any actions or inactions, whether negligent or otherwise, of the

preferred provider, their staff or Doctors.

Out-of-Network: Any Hospital or Doctor that is not a member of the preferred provider network
arrangement that has contracted with Us.

Preferred Provider: Any Hospital or Doctor that has contracted with Us to provide services, as described
in this Certificate, through a preferred provider network arrangement, to be reimbursed at discounted rates.



CLAIM PROVISIONS

Notice of Claim: Written notice of claim for loss must be given to Us or Our authorized representatives
within 30 days afier a covered loss starts, or, because of incapacity or some similar reason, as soon as is
reasonably possible. Notice should include information sufficient to identify the Covered Person.

Claim Form: Upon Our receipt of written Notice of Claim, We will farnish to the claimant such forms as
are usually furnished by Us for filing Proofs of Loss. 1f such forms are not furnished by Us within 15 days
afier the giving of such notice, the claimant shall be deemed to have complied with the requirements of the
Policy as to Proof of Loss submitting, within the time fixed in the Policy for filing the Poof of Loss,

written proof covering the occurrence, the character, and the extent of the loss for which the claim is made.

Proof of Loss: Written Proof of Loss must be given to Us or Our suthorized representative within 90
days afier the covered loss. 1f Proof of Loss is not given within 90 days, the claim will not be denied or
reduced for that reason if that proof was given as soon as was reasonably possible. Inany case, the proof
required must be given no later than one year from the time specified except in the absence of legal

capacity.

Time of Payment of Claims: Benefits will be paid as soon as We receive proper Proof of Loss unless
this Policy provides for periodic payment. When this Policy provides for periodic payment, the benefits
will mcerue and will be paid monthly subject to proper proof of loss.

Payment of Claims: Benefits will be payable to You or the medical services provider if We have
received a valid assignment by the covered person.

If any benefit 1s payable to the estate of a covered person or to a covered person who Is a minor or
otherwise not competent to give a valid release, we may pay the benefit, up to an amount not to exceed
$5,000, to any relative by blood or connection by marriage of the covered person who 1s considered by Us
to be equitably entitled to the benefit.

Subject to any written direction of the covered person or of the legal or natural guardian of the covered
person, if the covered person 18 a minor or otherwise incompetent to make such a direction, all or a portion
of any indemmnities provided by the Policy as a result of medical, surgical, dental, hospital or nursing
service may, at Our option, and unless We are requested 1 writing not later than the time for filing Proofs
of Loss, be paid directly to the Hospital or person rendering such services; but it is not requested that the
services be rendered by a particular hospital or person.

Physical Examination: We, at Our expense, shall have the right and opportunity to examine the
covered person as it may reasonably be required while a claim is pending.

Legal Actions: A legal action may not be brought to recover on this Policy within 60 days afier written
proof of loss has been given as required. No such action may be brought afier 3 years from the time written

proof was required to be given.

Subrogation: When benefits are paid to or for a covered person under the terms of the Policy, We shall
be subrogated, unless otherwise prohibited by law, to the rights of recovery of such covered person against
any person who might be acknowledgedly liable or found legally liable by Court of competent jurisdiction
for the mjury that necessitated the hospitalization or the medical or surgical treatment for which benefit was
paid. Such subrogation rights shall extend only to Our recovery of the benefits we have paid for such
hospitalization and treatment and We shall pay fees and costs associated with such recovery.
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If the Director of Serve America Assurance or his or her designee, upon being petitioned by a covered
person, determines that the exercise of subrogation by Us is inequitable and commits an injustice to the
covered person, subrogation under this provision is not allowed. This determination by the Director or his

or her designee may be appealed by Us.

PREMIUM

Payment of Premium/Due Date: All premium, charges or fees (hereinafier “Premium”) must be paid
to Us at Our home office prior to the start of the term for which coverage is selected. In no event will
coverage become effective prior to the date of enrollment and required premium are received at Our home

office of by Our authorized representative.

Returned or Dishonored Payment: If a check in payment for the Premium is dishonored for
insufficient funds, a reasonable service charge may be charged to the Policyholder which will not exceed
the maximum specified under State law. A dishonored check shall be considered a failure to pay Premium

and coverage will lapse.

Change in Premium Rates: We have the right to change the {able of premium rates from time to time.
Premiums will change if dependents are added or removed. 1f benefits are changed, or 1fa new table of
premium rates applies. Premiums will also increase as your age and the age of other coversd persons
increase. A change in the table if premium rates or a premium increase due to age will be effective on the
firstepremium due date following such written notice. We can only change the table of premium rates if
We change it for all the policies with this form in your state.

Grace Period: We allow a grace period of 31 days for the payment of premium afier the first premium is
paid. Coverage isin force during the grace period. Ifa tleast 60 days prior to the premium due date We
send written notice to You of Our intent not to renew this Certificate, then the Grace Period will not apply
to any period afier the date of the non-renewal is 1o be effective. If you send written notice to Us that you
are not renewing your coverage, then the grace period will not apply after the date the non-renewal s

effective.
Coverage terminates on the last day for which premium has been paid. .

Reinstatermnent: If coverage terminates due to non-payment of premium, then a subsequent acceptance of
premium by Us or by an agent, without requiring an application for reinstatement, will reinstate the

business.

If We do not require an application for reinstatement and accept premium, then We may issue a conditional
premium receipt. If we approve the application, then insurance will be réinstated as of the date of Our
approval. If we do not approve the application, then We will notify you in writing within 45 days afier the

date of the application.
If we do not notify you within 45 days, then coverage will be reinstated on the 45™ day after the date of the

conditional premium receipt.

The reinstated Certificate will cover only losses due to conditions that begin after the date of remstatement.
In all other respects, Your rights and Ours will be same as before insurance terminated, unless thers are
new provisions added due to reinstatement. The premium We accept for reinstatement may be used for the
period for which premiums had not been paid. We can apply the premium for as many a5 60 days before
the date of reinstatement.

17



GENERAL PROVISIONS

Entire Contract Changes: The policy, including the Certificate, if any, endorsements and the attached
papers, if any, constitutes the entire contract of insurance. No change in the Policy shall be valid until
approved by one of Our executive officers and unless approval is endorsed hereon or attached hereto. No
agent has authority to change the Policy or to waive any of its provisions.

Failure by Us to enforce any Policy provision, shall not waive, modify or render such provision
unenforceable at any other time; at any given time; or under any given set of circumstances, whether the

circumstances are or are not the same.

Time Limit on Certain Defenses: Afier 2 years from the covered person’s effective date, no
_ misstatements, except fraudulent misstatements, made by the covered person in the application for such
coverage shall be used to void the Certificate or to deny a claim for loss incurred commencing after the

expiration of the 2 year period.

N6 claim for loss incurred commencing after 2 years from the covered person’s effective date shall be
reduced or denied on the ground that a disease or physical condition not excluded from coverage by name
or specific description effective on the date of loss had existed prior to the effective date of coverage.

Misstatement of Age: If the age of the covered person has been misstated, all amounts payable unde
the Policy will be such as the premium paid would bave been if purchased at the correct age.

Other Insurance with Us: Insurance effective at any one time on the insured under a Iike policy or
policies with Us 15 limited to one such Policy elected by the Insured, his beneficiary or his estate, as the
case may be and We will return all premiums paid for all other such policies.

Non-Participating: This Certificate is non-participating. It does not share in Our profits or surplus
earnings.

Conformity with State Statutes: 1f any provision of this Certificate is contrary 10 any law to which it
is subject, such provision is hereby amended to conform to the minimum requirements of such law.

Workers Compensation: This certificate is not in lien of and does not affect any requirement for
coverage by Worker's Compensation Insurance.

Clerical Error: Ifa clerical error is made so that an otherwise eligible person’s coverage does not become
effective, coverage may be in effect if: a) the Policyholder makes a written request for coverage on a form
approved by Us; and b) any premium not paid because of the error is paid in full from the effective date of
coverage. Company reserves the right to limit retroactive coverage to two months preceding the date the

error was reported.

1fa clerical error is made so that the covered is in effect for a person who is not eligible, an adjustment will
be made to correct the error. Any Premium refund will be reduced by any payment made for claims. If
claims paid exceed the Premium refund, the Policyholder shall reimburse Us for the overpayment.

information and Records: We shall have the right to inspect, at reasonable times, any of the
Policyholder’s records for the Policy. The Policyholder shall provide us with information necessary to
administer coverage and set premium under the Policy. Information is required when an eligible person
becomes covered, when changes in amounts of coverage occur, and when a covered person’s coverage

terminates.



SERVE AMERICA ASSURANCE

SCHEDULE

POLICYHOLDER Realty Benefits Associates
1351 Forest Ave

PMB 124
Staten lsland, New York 10302

MEDICAL EXPENSE BENEFITS
LIF?TIME AGGREGATE MAXIMUM AMOUNT PER COVERED PERSON: $1,000,000
ANNUAL CALENDAR YEAR MAXIMUM AMOUNT PER COVERED PERSON:  3250,000
DEDUCTIBLE, PER CALENDAR YEAR, PER COVERED PERSON: $10.000
INSURED PERCENT (EXCEPT AS SPECIFICALLY STATED IN CHARGES)
IN-NETWORK: 100%
OUT-OF-NETWORK: An Additional Deductible of $10,000 at 80%/20% then 100%

QUT-OF-POCKET MAXIMUM APPLIES ONLY TO OUT-OF-NETWORK SERVICES AND IS IN
ADDITION TO THE DEDUCTIBLE.



COVERED CHARGES

Covered Charges are treatment, services or supplies incurred for:

INPATIENT

Hospital room and board and general nursing care while Hospital Confined, up to the daily
semi-private room rate

Hospital miscellaneous charges, such as the cost of the operating room, laboratory tests, x-ray
examinafions.

Speech and occupational therapy

Intensive Care Unit/Hospital expenses, not to exceed 2 times the Hospital rate for semi-
private room

Doctor’s fee for surgery. No more than one surgical procedure will be covered when multiple
procedures are performed through the same incision or in immediate succession

Anesthetist expenses

Assistant surgeon’s expense

Pathologist expense

Radiologist’s expense

Nurse expense for private duty nursing, when prescribed by the attending Doctor, up to $250
a day, not to exceed $10,000 per Calendar year

Dactors visits

Physiotherapy

Radiation therapy and chemotherapy

Dialysis treatment

Blood and blood derivative not replaced; charges for processing and administration of blood
or blood derivatives

Treatment of Mental or Nervous Disorders limited to a maximum benefit of $10,000 per
lifetime

Treatment of alcoholism

OUTPATIENT

Doctor's fees for surgery. No more than one surgical procedure will be covered when multiple
procedures are performed through the same incision or in immediate suceession.

Anesthetist expense

Assistant surgeon’s expense

Doctor’s visits

Physiotherapy

Emergency room expenses and supplies

Diagnostic x-ray expense

Laboratory services expense

CAT Scan/MRI expense

Radiation therapy and chemotherapy

Dialysis treatment

Blood and bicod derivatives not replaced; charges for processing and adniinistration of blood
or blood derivatives

Rental and expense of wheslchairs, hospital beds and other Durable Medical Equipment of
this type, not to exceed the purchase price
Casts, splints, braces, trusses, crutches and other devices of this type
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Dental treatment for injury to sound natura] teeth

Rental of mechanical equipment for medical or surgical treatment, not to exceed the purchase
price

Home health care expense up to $250 per week not to exceed $10,000 lifetime

Hospice care expense for up to six months per lifetime

Bereavement counseling received from a hospice for the immediate family of the deceased
covered person, up to $500 lifetime

Skilled nursing care up to $250 per week not to exceed $10,000 lifetime. Confinement must
be prescribed by the attending Doctor. Skilled Nursing Care benefits will be paid only after
the covered person was Hospital Confined for at least 3 consecutive days and Skilled Nursing
Care begins within 14 days of such Hospital Confinement

Ambulance expense, up to 2 maximum benefit of $250 per mip, not to exceed $1,000 per
calendar year

Prescription expense, up to a maximum benefit of $10,000 lifetime

Applies Only to Dependent Children: Care and treatment of congenital cleft in the lip or palate or both,
including but not limited to:

L3

Oral and facial surgery, surgical management, and follow-up care made necessary because of
a cleft lip and palate

Prosthetic treatment such as obdurators, speech appliances, and feeding appliances
Prosthodontic treatment and management ’

Otolaryngology treatment and management

Audio logical assessment, treatment, and management performed by or under the supervision
of a Doctor of medicine, including surgically implanting amplification devise; and

Physical therapy assessment and treatment

Hospital Confinement for at least 48 hours following a masteciomy. In the case of an early release,
coverage shall include at least one home care visit if ordered by the attending Doctor.

Prosthetic devices and reconstruction of the breast on which surgery for breast cancer has been performed
and surgery and reconstruction of the non-diseased breast, if determined Medically Necessary by the

patient’s attending Doctor.



SERVE AMERICA ASSURANCE
PRIVACY NOTICE

At SERVE AMERICA ASSURANCE INSURANCE COMPANY, we know the importance of an individual’s right
to privacy. That’s why protecting information that personally identifies you is high priority and a matter we take very

seriously.

Our primary goal is, and will continue to be, provide you with competitive, exceptional quality insurance products to
meet the long term financial needs or you and your family.

We want (o assure you that the personal, financial and medical information you share with us for applying coverage to
claims is the cornerstone in providing you the highest quality coverage we can for the most affordable price. That
information, unique to you, is kept secure, confidential and used expressly for the purpose of conducting our insurance

relationship with you.
The following is a summary of our privacy policy and practices.

INFORMATION WE COLLECT AND SOURCES OF INFORMATION
In order for SERVE AMERICA ASSURANCE to provide and administer the products we offer, we collect personal
information about you. Some of the information we collect about you is non-public. The non-public information we

collect is obtained from the following sources:

information we receive from you on your application for insurance or other forms, such as your name, address,
telephone number, age, social security number, and beneficiary designation.

Information about your transactions with us and our affiliates, such as the type of insurance products you buy, the
premium you pay, the method of purchase and your payment history.

Information we receive from third party reports such as consumer reporting agencies, credit agencies, motor vehicle
records, and medical information. All medical information we receive is subject to the Medical Confidentiality rules

described below.

INFORMATION WE DISCLOSE
SERVE AMERICA ASSURANCE does not disclose any non-public information about our policyholders or former

policyholders to anyone, except as permitted or required by law.

We may also disclose al} of the information we collect as described above, with the following:
Affiliates — We may share information with our affiliates,

Service Providers — We may share information with companies engaged to perform services on our behalf, such as
third party administrators and vendors hired to effect, administer or enforce a transaction that you request or authorize;
to develop or maintain computer software; or to perform market research.

Joint Marketing — We may share information with companies that perform marketing services on our behalf or to other
financial institutions with which we have 2’joint marketing agreement.

MEDICAL CONFIDENTIALITY
Your medical information is kept confidential. We will not use or share, internally or with third parties, your medical

information except for the purpose of:
= Underwriting;
«  Administering your policy or claim
¢  As permitied or required by law; or
«  As authorized by you. '

SECURITY AND CONFIDENTIALITY OF YOUR INFORMATION _

We restrict access to nonpublic information about you to those employees (or people working on your behalf under
confidentiality agreements) who need to know the information in order to provide products and services to you. We
also maintain physical, electronic, and procedural safeguards that comply with federal regulations to guard your non-

public personal information.



Administrative Office
Serve America, LTD SDS
4676 Highway 41 North
Springfield, TN. 37172

This Certificate explains the Limited Group Hospital Indemnity Insurance that is underwritten by Serve America, LTD.
Please read it closely to be familiar with your coverage.

Termms important in understanding the Certificate are defined in the Definitions section or in separate Certificate
Provisions and are capitalized in this Certificate.

Important Notice - Benefits are payable as described in this Certificate for accidents or sickness that are incurred while
the Covered person is insured under the Group Master Policy (“Policy”)

The Policy under which this Certificate is issued may at any time be amended or canceled, as stated in its provisions. Such
an action may be taken without the consent of or notice to any Covered Person. Premiums are subject to periodic
changes.

The insurance made under this Policy does not take the place of nor does it affect any requirements for coverage by
Workers' Compensation or a similar type of insurance.

The benefits for Dependents described in this Certificate will be applicable to each of your Dependents only if you are
insured and you have applied for coverage for each of your dependents, Such applications mustbe approved by Us, and
the requiredepremium paid for each dependent.

Policyholder: American Trade Association
Governing Jurisdiction: Arkansas

Policy Number: ATAI111

Insured:

Certificate Number:
Effective Date:

Signed for the Company at Our Home Office to take effect on the Certificate Effective Date.

President .

CERTIFICATE FOR LIMITED GROUP HOSPITAL INDEMNITY INSURANCE

LIMITED BENEFIT - READ YOUR CERTICATE CAREFULLY
NONPARTICIPATING ~ NO ANNUAL DIVIDENDS
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SCHEDULE OF BENEFITS

INSURED: CERTIFICATE NUMBER:
AGE AT ISSUE: DEPENDENT COVERAGE:
INSURED EFFECTIVE DATE: ’ DEPENDENT EFFECTIVE DATE:
ANNUAL MAXIMUM
BENEFIT LIMIT: NONE
BENEFIT COVERAGE
EFFECTIVE TYPE OF COVERAGE
DATE: ' ' PER COVERED PERSON

DAILY IN-HOSPITAL INDEMNITY AMOUNT
BENEFIT AMOUNT PER DAY: ) $500
MAXIMUM OF 30 DAYS PER CONFINEMENT

DAILY INDEMINITY BENEFIT FOR CONFINEMENT
IN AN INTENSIVE CARE OR CRITICAL CARE

®  IN-PATIENT ROOM
BENEFIT AMOUNT PERDAY: ) £500
MAXIMUM OF 30 DAYS PER YEAR PER MEMBER

IN-HOSPITAL & IN-PATIENT ADDITIONAL

HOSPITAL INDEMNITY BENEFIT

PER ADMISSION PER MEMBER: £500
MAXIMUM VISITS PER YEAR PER MEMBER: 2

SURGICAL AND ANESTHESIA INDEMINTY BENEFIT

BENEFIT FOR SURGERY PER SURGICAL VISIT AS

LISTED IN THE TABLE OF SURGICAL INDEMNITY

BENEFIT SCHEDULE: $1,000 SCHEDULE

BENEFIT FOR ANESTHESIA PER SURGICAL VISIT EQUAL TO 20% OF
. . SURGICAL BENEFIT AMOUNT

OUTPATIENT PHYSICIAN OFFICE VISIT INDEMNITY
BENEFIT

BENEFIT AMOUNT PER OFFICE VISIT: $50
MAXIMUM NUMBER OF OFFICE VISITS PER YEAR

PER MEMBER: 6
OFF-THE-JOB ACCIDENT INJURY BENEFIT

MAXIMUM BENEFIT: $500
MAXIMUM NUMBER PER YEAR PER MEMBER: 5
OUTPATIENT DIAGNOSTIC X-RAY & LAB INDEMNITY

BENEFIT

BENEFIT AMOUNT PER VISIT PER MEMBER: $50
CALENDAR YEAR MAXIMUM VISITS PER MEMBER: 4

SDS-SAS - CERT 3a



EFFECTIVE
DATE:

SDS-SAS - CERT

TYPE OF COVERAGE
PER COVERED PERSON

EMERGENCY ROOM SICKNESS BENEFIT INDEMNITY

BENEFIT

BENEFIT AMOUNT PAID OER ER VISIT FOR SICKNESS

ORILLNESS: 350
MAXIMUM NUMBER OF VISITS PER YEAR: 2
WELLNESS INDEMNITY BENEFIT

BENEFIT AMOUNT PER VISIT PER MEMBER: $50
MAXIMUM CALENDAR YEAR VISITS PER MEMBER: 1

WELL CHILD VISITS - 4 VISITS PER YEAR PER CHILD
FROM 0 MONTHS TO 12 MONTHS

WELL CHILD VISITS - 2 VISITS PER YEAR PER CHILD
FROM 12 MONTHS TO 24 MONTHS

DAILY IN-PATIENT DRUG & ALCOHOL INDEMNITY

BENEFIT
BENEFIT PER DAY OF CONFINEMENT IF INSURED: $300

1S CONFINED IN A REHABILITATION FACILITY

FOR SUBSTANCE ABUSE

ANNUAL MAXIMUM BENEFIT: $10,000

LIFETIME MAXIMUM OF $30,000

DAILY IN-PATIENT MENTAL & NERVOUS INDEMNITY

BENEFIT

BENEFIT PER DAY OF CONFINEMENT IF INSURED: $300

IS CONFINED IN A REHABILITATION FACILITY

FOR MENTAL OR NERVOUS DISORDERS

ANNUAL MAXIMUM BENEFIT: $10,000
LIFETIME MAXIMUM OF $30,000

EXPRESS SCRIPTS RX CARD BENEFIT

Insured prescription card - AWP less 16% discount

Then an 50% copay per prescription up to an annual

Benefit per member of $500 then an Express Scripts

Discount plan beyond there ~ no pre-existing exclusions 3500

GROUP TERM LIFE INSURANCE POLICY WITH ACCIDENTAL
DEATH AND DISMEMBERMENT RIDER ATTACHED

PRIMARY MEMBER BENEFIT: $5,000

SPOUSE: $2,500

CHILD(REN) - NOT COVERED FOR AD&D BENEFIT $2,500
3b



DEFINITIONS

The defined terms below are subject to the provisions of the Policy and of this Certificate;

Accident or Accidental Injury: a sudden, unexpected and unintended injury:
e This is independent of any Sickness; and
¢ Thatis caused by or the result of external means; and
+  That takes place while the Covered person’s coverage is in force.

Active Service: Youare:
*  Performing in the usual manner all of the regular duties of Your occupation on a scheduled work day; and
*  Those duties are performed at your place of business where You normally do such duties or at some location to
which your employer sends you,

You are said to be in Active Service on a day which is not a scheduled work day only if You would be able to perform in the
usual manner all of the regular duties of Your occupation if it were a scheduled work day, and You were in Active Service
on the last preceding regular work day,

Amendment, Endorsement or Rider: Any form issued by Us which adds, modifies, changes or deletes any Policy or
Certificate provisions or benefits,

Application or Enrollment Form: The form completed and signed to apply for this insurance coverage.
2
Calendar year or Year: The period from January 1 through December 31 of the same year.

Certificate: The document that describes your hospital indemnity insurance coverage,

Child: A child of Yours who is unmarried; under the age of 19; dependent upon you for more than 50% of his/her
support and maintenance; who lives with You; and is:

¢ Anatural Child; or

»  Alegally adopted Child or a Child who has been placed for adoption with you; or

¢ A stepchild or foster Child; or

» A child for whom You have been appointed legal guardian; or

* A Child not living with You, but for whom you are legally required to provide support.

“Child” also includes a Child who meets the criteria described above, but who is age 19 or older, if the Child is:

'« Afull-time student at an accredited educational institution, college, university, vocational institution, trade
school, or secondary institution, and is under the age of 24; or

©  Becomes incapable of self-support because of mental retardation or physical impairment while insured, and
prior to reaching the limiting age of a Child. The child must be dependent on You for support and maintenance.
We must receive proof of incapacity within 31 days after coverage would otherwise terminate. Then, coverage
will continue for as long as Your insurance stays in force and the Child remains incapacitated. Additional proof
may be required from time to time, but no more often than once a year after the Child attains the age of 24,

The term "Child" does not include a child who engages in any employment or business for compensation, profit or gain for
30 or more hours per week, unless such child is a full-time student as described above.

Confinement or Confined: That period of time the Covered Person is admitted into a medical facility on an inpatient
basis in excess of 23 hours. Confinement does not include that period of time during which a Covered person is in a
Hospital emergency room, an observation room, or a freestanding surgical facility or outpatient facility. Successiv
Confinements separated by 30 days or less will be considered as one Confinement,

Covered Person: Any orall of the following: You, Your Spouse or Your Children, who has been accepted by Us for
coverage,



Critical Illness: Any of the following conditions:

1. Cancer - A disease which is identified by the presence of a malignant tumor characterized by uncontrolled
growth and spread of malignant cells, and the invasion of normal tissue. Cancer must be positively identified
and diagnosed with histopathological conformation. Leukemia and Hodgkin's disease {except stage 1 Hodgkin's
disease) will be considered Cancer.

«  Cancer does not include

o Pre-Malignant conditions or conditions with malignant potential;
o  Prostatic cancers which are histologically described as TNM Classification T1 (including T1(a) or T1
(b}, or of other equivalent or lesser classifications).

2. Skin Cancer - Basel cell epithelioma or squamous cell carcinoma. Skin cancer does not include malignant
melanoma or mycosis fungoides.

3. Carcinoma in situ - Cancer that is diagnosed with histopathological confirmation and confined to the site of the
origin without having invaded neighboring tissue,

4. Heart Attack [ the death (infarction] of a portion of heart muscle as a result of inadequate blood supply. The
diagnosis must be based on all of the following criteria;
o a) Associated new electrocardiographic (EKG) changes consistent with Injury;
o D) Elevation of Cardiac enzymes; and
o ¢} Confirmatory imaging studies such as thallium scans, MUGA scans or stress echocardiograms.

5. Stroke - A cerebrovascular event resulting in permanent neurological damage, including infarction, hemorrhage
or embolizations ¢f brain tissue from an extracranial source. The diagnosis must be based on:
¢  Documented neurological deficits; and
= ¢ Confirmatory neuron-imaging studies

Stoke does not include cerebral symptoms due to:
e Transientischemic attack {TIA);
¢ Reversible neurological deficit;
e Migraine;
e Cerebral injury resulting from trauma or hypoxia; or
s Vascular disease affecting the eye, optic nerve or vestubular functions.
6. End Stage Renal Failure ~ Chronic, irreversible failure of the function of both kidneys, such that a Covered
person must undergo regular hemodialysis or peritoneal dialysis at least weekly.
7. Major Organ Transplant Surgery - A Covered person undergoing surgery as a recipient of a human to human
transplant of a heart, lung, kidney or pancreas.

Dependent - Your Child or Spouse as defined by the Certificate

Disability or Disabled - The inability, due to an injury or sickness to perform all of the substantial and material duties of

your regular occupation.

For a Dependent Child or Spouse: “Disabled” means the inability to perform a majority of the normal activities of a person
of like age in good health.

Effective Date ~ The date coverage is in effect is shown on the Schedule of Benefits. The effective date will start at 12:01
AM at the main place of business of the Policyholder.

Evidence of Insurability ~ The correct and complete answers to the questions in the Application of Enroliment Form and
medical history, if necessary, which may be used by Us to base Our acceptance of any proposed Covered person.

Grace Period - The period of 31 days allowed for each premium payment after the first premium.
Group Master Policy or Policy: The complete contact of insurance, which includes the Policy as issued to the Policyholder,
as well as any Certificates issued to insureds, including any Amendments, Endorsement, Riders, Applications or

Enrollment Forms signed by the Policyholder and each insured.

Policyholder - The entity named on the Cover Page of the Policy



Haspital - A licensed institution that has on its premises or in facilities available to the Hospital on a contractual
" prearranged basis and under the supervision of a staff of one or more duly Licensed Physicians.

1. Laboratory, X-ray equipment and operating rooms where major surgical operations may be performed by
licensed Physicians.

2. Permanentand full-time facilities for the care of overnight resident bed patients under the supervision of a
licensed Physician.

3. 24-hour-a-day nursing service by graduate registered nurses; and

4, A patient’s written history and medical records.

The term “Hospital” does not include any institution used by the Covered Person as:

A place for rehabilitation;

A place forrest, or for the aged;

A nursing or convalescent home;

A long term nursing unit or geriatrics ward; or

An extended care facility for the care of convalescent, rehabilitative or ambulatory patients.

[ARE R S o

Immediate Family Member - You, Your Spouse, Child, mother, father, brother, sister or other close family member of the
Covered person.

Injury or Off-the-Job injury - An injury which is caused by an Accident, and does not occur while in the course of any
legal or illegal occupation, activity or employment for pay, benefit or profit.

Insured - The employee or member covered for this insurance and named on the Cover page of this Certificate,
Intensive Care Unit- A specially designated area of a Hospital that provides the highest level of medical care restricted
to those patients who are critically ill or critically injured. It mustbe separate and apart from the surgical recovery room
and other rooms, wards, or beds normally used for patient confinement. It must also:

1. Beprovided with constant and continuous nursing care by nurses assigned to it on a full-time basis; and

2. Beunder the full-time direction and/or supervision of either a Physician or a standing committee of the

Hospital's medical staff; and
3. Contain special life saving equipment.

Intensive Care Unit includes: Intensive cardiacand coronary care units, neonatal intensive care units, and burn intensive
care units if such units meet the conditions in this definition, This does not include any lesser treatment units.

Physician - A licensed practitioner of the healing arts who:
1. Performs only those services permitted by his or her license; and
2. ls notan immediate Family member.

Pre-Existing Condition - A Sickness or physical condition for which the Covered person:
1. Had treatmeng
2. Incurred Expense;
3. Took medications; or
4, Received a Diagnosis or advice from a Physician.
During the 12 month period immediately before the Effective Date of the Covered Person's coverage.

The term “Pre-existing” will also include a condition that manifests itself in a way that would cause an ordinary prudent
person to seek medical advice, diagnosis, care or treatment.

Schedule of Benefits or Schedule - The benefit schedule set forth in this Certificate.

Sickness - An illness or disease which first manifests itself while the Covered person’s coverage is in force and is the
direct cause of the loss.

Spouse ~ Your jegally married Spouse named in the Application or Enrollment Form. Ifyou are notlegally married,
“Spouse” may include your common law spouse if named in the Application or Enroliment Form and if legally recognized
in the state in which you reside.

Testing Day - The day on which one or more diagnostic X-rays or laboratory tests are performed.



Waiting Period - The period of time from your date of employment or membership that must expire before you are
eligible to enroll for coverage, as specified in the Policybolder’s Application.

We, Us, or Our - The Insurer that underwrites this coverage: Serve America, LTD

You, Your, or Yours - The Insured.

ELIGIBILITY AND EFFECTIVE DATE

Effective dates are shown on the Schedule of Benefits, Coverage will start on such date at 12:01 AM at the main place of
business of the Policyholder. Effective dates for all persons added to coverage after this Certificate is issued will be shown
on the Schedule of Benefits issued at the time of the addition.

Employer or Member Eligibility - To be eligible for insurance You must:
1. Meeteligibility requirements as selected on the Policyholder's Application; )
2. Satisfactorily answer all eligibility and other questions on the Application or Enrollment Form and must provide
evidence of Insurability satisfactory to us, if we ask for it; and
3. Be Actively at work. Either as a business owner, independent contractor, work for a small business or a member
‘of a workers union.

Employee or Member Effective Date - Your insurance wili take effect on the Effective Date of the Policy if:
1. You completed an Application or Enroliment Form on or before the effective date; and
2. Youarein Active Service; and
3. Yolr first premium is paid and received by Us.

If you are not eligible for this coverage on the Policy effective date, Your coverage will take effect on the first day of the
day which coincides with or next follows the date You first become eligible and are approved for coverage. Additionally,
Your first premium must have been received by Us, and all provisions listed in the Employee or Member Eligibility
provision above, must be met,

Ifyou are disabled on what otherwise would be the effective date, Your coverage will be deferred until the first of the
month following the date you cease to bedisabled.

Dependent Eligibility - If Dependent coverage is available, A Dependent will be eligible for such coverage on the later of
the following dates: )

1. The day you become eligible for coverage; or

2. The day he/she first meets the definition of Dependent.

You may elect dependent coverage by:
1. Applying for Dependent coverage within 31 days of the date the dependentbecomes eligible; and
2. Completing any required forms for payroll deduction or drafting of your account for payment

You must complete an Application for Enrollment of a Spouse or Child, and pay any required premium within 31 days of
the date Your Spouse or Child meets these eligibility criteria. 1f such Application is not made within that 31 day period
Your Spouse or Child will be considered a late enrollee and may be required to submit satisfactory Evidence of
Insurability in order for coverage to become effective.

Any eligible Dependent who does not become a covered person on your effective date may be added to this Certificate
subject to:

1. The Completion of an Application or Enrollment Form;

2. Satisfaction of any Evidence of Insurability requirements; and
3. Paymentof any additional premium, if required,

If youand your spouse are both eligible as an employee or member, the Children may be insured as Dependents of either
You or your Spouse but not both

Dependent Effective Date - The effective date of coverage for each eligible Dependent will be on the first day of the
month that coincides with or next follows:



1. Ouracceptance of the Application or Enrollment Form; and
2. Our receipt of the first premium.

However, if on such date Your coverage has not yet taken effect, the effective date for dependent coverage will be the
same as your effective date.

If a Dependent is Disabled on the date coverage (with respect to that particular Dependent) would otherwise be in effect,
the coverage for that Dependent will be deferred until the first of the month following cessation ol Disability for that
Dependent.

Newborn Child Effective Date - A newborn Dependent Child will become insured for coverage automatically on the day
he orshe is born, so long as your coverage is in force on that date. Coverage includes premature babies, congenital
defects and birth abnormalities. The Dependent newborn child’s coverage will not continue past the 31 day period
following the date of birth, unless:

1. You have notified Us by the end of the 31 day period of the addition of such newborn Child, and

2. You have paid any applicable additional premium.

BENEFIT PROVISIONS

Subject to the provisions of this certificate, and any maximum benefit imitations stated on the schedule of benefits, we will pay
a benefit for a covered loss that occurs while the covered person is insured under the policy, subject to extension of Benefits
Provision. Please see the Schedule of Benefits for the benefit amount details for each benefit listed below.

Daily In-Hospital Indemnity Benefit - If a Covered Person is confined in a hospital as & result of Accident or Sickness, We will
pay the benefit amount per day shown on the schedule. Each day must include an overnight stay for which a Hospital charge is
made. No benefit will be paid for any day the Covered Person is not under the regular care and attendance of a Physician.

Surgical and Anesthesia Indemnity Benefit — If a Covered Person undergoes a surgical procedure listed on the Table of Su rgical
Indemnity Benefits Schedule ("Surgical Table”], which is attached to this Certificate, as a result of a covered Accident or
Sickness, We will pay the benefit shown on that Surgical table. We will also pay the benefit amount, if shown on the Schedule of
Benefits, for the administration of anesthesia per surgical visit by 2 Physician in connection with the surgery.

If two or more procedures are performed through the same incision or operative field, the benefit paid will be for only the
procedure that has the larger benefit If more than one procedure is performed, but each through a separate incision or in the
separate operative field, the amount payable will be the specified amount for the primary procedure plus 50% of the amount
payable for all other surgical procedures performed.

Representative surgeries have been listed in the Surgical Table. A complete Surgical Schedule has been filed with the State. We
will pay all surgeries in accordance with that Surgical Schedule. With respect to surgical procedures that are not listed in the
Surgical Schedule, We will pay an indemnity benefit that is consistent with similar procedures within the Surgical Schedule.

Outpatient Physician Officer Visit Indemnity Benefit — We will pay this benefit as shown on the Schedule for a physician office
visit as a result of an Accident or Sickness.

Off-the-Job Accidental Injury Benefit - We will pay benefits for the actually charges incurred for a covered Accident up to the
amount shown on the Schedule for each Covered Person, for x-rays used to diagnose an Accidental Injury and treatment of a
covered accident by a Physician in the Physician’s officer, clinic, or urgent care facility or Hospital emergency room. Treatment
must be received within 72 hours of such Accident for benefits to be payable. For purpose of this benefit only, “actual charges”
will mean the amount actually paid by or on behalf of the Covered Person and accepted by a Hospital or Physician for services
provided.



Critical Illness Indemnity Benefit — The Critical lliness Indemnity Benefit is payable only one time for each Covered
Person, and will be paid in addition to any other benefit in this certificate. A Benefit is payable for any one of the

following:

Critical Iliness - We will pay the amount shown on the Schedule [or each Covered Person when he/she is first diagnosed
as having a covered Critical lllness.

Skin Cancer -~ We will pay the amount specified on the Schedule for each Covered Person when he/she is first diagnosed
with Skin cancer.

Carcinoma In Situ - We wili pay the amount specified on the Schedule for each Covered Person when he/she is first
diagnosed as having Carcinoma In Situ.

BENEFIT PROVISIONS (Continued)

Subsequent Critical lliness Indemnity Benefit ~ We will pay this benefit, in the amount specified on the Schedule of
Benefits, when a Covered Person is first diagnosed as having a subsequent and separate covered Critical Illness. The
subsequent Critical lliness must be a Critical Iliness that is defined in a separate category of conditions than the first
covered Critical lliness; the subsequent and separate covered Critical Iliness must first manifest itself, and be diagnosed
more than 60 days after the first covered Critical lllness is initially diagnosed. This subsequent Critical lliness benefit is
payable only one time for each Covered Person, and will be paid in addiction to any other benefit in this Certificate. This
subsequent Critical lllness Benefit is not payable for Carcinoma In Situ or Skin Cancer.

Wellness Indemnity Benefit- We will pay this benefit as shown on the Schedule for each Covered Person who has
undergone the following: physical examinations, mammograms, Pap smears, immunizations, flexible sigmoidoscopy,
prostate-specific antigen testsand blood screenings. Services must be under the supervision of or recommended by a
Physician, and a charge must be incurred.

Intensive Care Indemnity Benefit~ If a Covered Person is confined in an Intensive Care Unit as a result of Accident or
Sickness, We will pay the benefit amount per day shown on the Schedule. Each day must include an overnight stay for
which a Hospital charge is made. No benefit will paid for any day the Covered Person is not under the regular care and
attendance of a Physician.

Benefits When There is a Break in Service ~ If a covered Person's coverage terminates for any reason, and such person
is re-enrolled for coverage as either an employee/member or Dependent under this Policy or any other Transamerica Life
Insurance Company Group Hospital Indemnity Insurance Policy, all benefits paid during the Calendar Year will be
accumulated and applied towards the maximum benefit for the Calendar Year as described on the Schedule of Benefits, n
matter how many times a Covered Person becomes insured under this or any otlier Transamerica Life insurance
Company Group Hospital Indemnity Insurance Policy.

Physical Examinations and Autopsy - We have the right to have a Covered Person examined by a Physician of Our
choice a5 often as reasonably necessary while a claim is pending. We will pay for such examination. In case of death, we
may request an autopsy where it is not forbidden by law,

Proof of Loss — Satisfactory written Proof of Loss must be given to Us at Our Administrative Office. In case of a claim for loss for
which a period payment is provided contingent upon continuing loss, each satisfactory written Proof of Loss must be sent
within 90 days after the termination of the period for which we are liable. For any other joss, proof must be sent within 90 days
after the date of said loss. Satisfactory written proof of loss includes but is not limited to: itemized Physician or Hospital bills,
and, with regard to Critical lliness benefits, the initial pathology report diagnosing a Critical fliness,

Failure to furnish such proof within such time will not invalidate nor reduce any claim if it was not reasonably possible to
furnish such proof and that it was furnished as soon as it was reasonably possible. In any event, the proof required must be

given no later than one year from the date of loss, unless the claimant was legally incapacitated.

Time of Payment of Claims — benefits for a covered loss will be paid after We receive satisfactory written Proof of Loss.



EXCLUSIONS AND LIMITATIONS

With respect to all the benefits provided under this Certificate, no benefits will be payable as the result of:

Suicide or any attempt thereof, while sane or insane;

Any Intentional self-inflicted Injury or Sickness;

Rest care or rehabilitative care and treatment (unless provided as a benefit on the Schedule of Benefits);

Immunization shots and routine examinations such as: physical examinations, mammograms, Pap smears,

immunizations, flexible sigmoidoscopy, prostate-specific antigen tests and blood screenings {unless the

Wellness Indemnity Benefit is shown the Schedule of Benefits);

5. Routine newborn care (unless covered under the Wellness Indemnity Benefit on the Schedule of Benefits);

6. The treatment of:

a.  Mentalillness, functional or organic nervous disorder, regardless of cause { unless the Daily In-Patient
Mental and Nervous Benefit is shown the Schedule of Benefits):

b.  Alcohol abuse or drug use, unless such drugs were taken on the advice of a Physician and taken as
prescribed {unless the Daily In-Patient Drug and Alcohol Benefit is shown the Schedule of Benefits);

7. Participating in a riot, civil commotion, civil disobedience, or unlawful assembly;

Committing, attempting to commit, or taking part in a felony or assault, or engaging in an illegal occupation;

9. Participation im

a. Anorganized contest of speed;
b. Parachuting

¢ Parasailing;

d. Bungee Jumping; or

e. Hang Gliding;

10. Air travel, except:

a. Asafare-paying passenger on a commercial airline on a regularly scheduled route; or.
b.  Asa passenger for transportation only and notas a pilot or crew member;

11, Any accident caused by the participation in any activity or event, including the operation of a vehicle, while
under the influence of a controlled substance (unless administered by a Physician or taken according to the
Physician's instructions) or while intoxicated (intoxicated means that condition as defined by the law of the
jurisdiction in which the Accident occurred); :

12, Any procedure or treatment to change physical characteristics to those of the opposite sex and other treatment

related to sex change;

. The reversal of a tubal ligation or vasectomy;

. Artificial insemnination, in vitro fertilization, and test tube fe

Physician's services, unless required by law;

15. Any loss incurred while on active duty status in the armed forces (if You notify us of such active duty, we wil]
refund any premiums paid for any period for which no coverage is provided as result of this exception.);

16. Accidentor Sickness arising out of and in the course of any occupation for compensation, wage or profit OR
expenses which are payable under Occupational Disease Law or similar law, whether or not application for such
benefits has been made;

17. Air or ground ambulance transportation (unless the Ambulance Benefitis shown on the Schedule},

18. Routine eye examinations or fitting of eye glasses;

19. Hearing aids or fitting of hearing aids;

20. Dental examinations or dental care other than expenses resulting from an Accident;

21. Care or treatment of an Accident or Sickness not specifically provided for in this plan;

22. With respect to the Off-the-Job Accidental Injury Benefit only, charges that the Covered Person is not legally
required to pay, or charges which would not have been made if this coverage had not existed; or

23. Treatment of an Accident or Sickness made necessary by or arising from war, declare or undeclared, or any act

of war,
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Ali premiums are payable on or before the date they are due. You must pay any required contribution to the Policyholder.

We have the right to change the premium rates on any premium due in accordance with the terms of the Policy. If the
rates are changed, We will give at least a 31-day advance written notice to the Policyholder. If an increase takes place on
other than a premium due date, a pro rata premium for the increase will be due on the next premium due date. The pro
rata premium will be for the period from the date of the increase to the next premium due date. If such premium is not
paidwhen due the coverage will automatically be terminated as of the date the pro rate premium was due. Any partial
payment of premium will be refunded.

If the premiums increase because a change in benefits increase Our liability, premium rates may be changed on the date
that Our liability is increased, without regard to any premium rate guarantee,

TERMINATION OF INSURANCE

Your insurance will cease on the earliest of:

1. The lastday of the payroll deduction period during which You can cease to be eligible for coverage;
2. The endofthelast period for which premium payment has been made to Us;

3. The date the policy terminates; or, .

4. The lastday of the payroll deduction period during which You terminate employment.

5.

The Insurance on a Dependent will cease on the earliest of:

1. The date Your coverage terminates;
2. The end of thelast period for which premium payment has been made to Us;
" 3. The date of the Dependent no longer meets the definition of Dependent; or
4. The date the Policy is nodified so as to exclude Dependent coverage.
5

We will have the right to terminate the coverage of any Covered Person who submits a fraudulent claim under the Policy.

Extension of Benefits - Whenever termination of coverage under this section occurs due to the termination of Your
employment or membership such termination will be without prejudice to:

1. -Any Hospital Confinement which commenced while coverage was in force, with respect to Daily In-Hospital
indemnity Benefits; or

2. Any covered treatment or service for which benefits would be provided and which commenced while coverage
was in force; provided, however, that the Covered Person is and continues to be Hospital Confine or Disabled.

Such Extension of Benefits will continue for up to the earlier of:

1. 30days;or
2. The date on which the Covered Person is no longer disabled.

CLAIMS PROVISIONS



Claim Forms ~ Claims forms should be used for filing Proof of Loss. We will send such form to claimant within 15 days of
receipt of notice of claim. If we fail to supply the proper claim forms within 15 days, You can give proof in writing, setting
for the nature and extent of loss within the time stated in the Proof of Loss Provision.

Claims Procedure - Due Proof of Loss must be submitted to us at our administrative Office. You or a personal
representative may obtain a claim form by calling Our toll-free telephone number listed on the Cover Page.

Notice of Claim - Written notice of claim must be given to Us at Our Administrative Officer, or to Our agent. Such notice
should be made within 30 days after any loss covered by the Policy. If it is not reasonably possibie to give notice within
that time, the claim may not be denied or reduced due to delay,

Payment of Benefits - Benefits may be assigned to the provider(s) of such benefits, Otherwise, all benefits payable under
the Policy will be paid to You. Accrued benefits that are not paid at Your death will be paid to Your estate, We may pay up
to $1,000.00 of such benefit to one of Your relatives at Our discretion, Such payment fully discharges Us to the extent of

the payment.

GENERAL PROVISIONS



Changes to this Certificate - Only Our President, Vice-President, Secretary or an Assistant Secretary may make any
changes to this Certificate and then only in writing. No agent or Policyholder has authority to change the Policy of this
Certificate or to waive any ol its provisions. Any changes are subject to the laws of the governing jurisdiction.

Conformity with State Laws - A provision of the Policy and/or Certificate that conflicts with a law of the governing
jurisdiction is hereby changed to meet the minimum standards of that law,

Entire Contract - The entire Contract consists of the Policy, the Certificate, any attached Amendments, Endorsem ents, or
Riders, the Policyholder's Application, Your Applications and any Enrollment forms.

Grace period - A grace period of 31 days will be allowed for each premium payment after the first premium is paid.
Coverage will stay in force during this period. The coverage under the Policy and/or Certificate will terminate at the end
of the Grace Period if the premium has not been paid. You must stil) pay all unpaid premiums. This includes the premium
due for the Grace Period.

If coverage is canceled on a premium due date and the premium has been paid through that date, the Grace period will not
apply. If coverage is canceled during the Grace Period, you will be liable for any unpaid premium including the pro rata
premium for that part of the Grace Period which toverage was in force. Benefits may be reduced by the amount of any
due, but unpaid premium.

Legal Action - No legal action may be brought to recover under the Policy and or Certificate:
1. Within 60 days after proof of Loss has been furnished as required; or
2. More than three years from the time written Proof of Loss is required to be furnished.

Misstatement of Age - If the covered person’s age has been misstated, the covered persons true age will be used to
adjust the premiums or adjust the benefits paid. ‘

No Dividends Payable - This Certificate does not participate in the profits or surplus earnings of Our Company.
Rightto Contest - We will notuse any statement, except fraudulent statements, to void or reduce benefits after this
Certificate has been in force during your lifetime for two years from the effective date of coverage. Any such statement
would have to be in a signed form. This also applies to all riders. Any increase in benefit amounts would be subject to a

new two year contestable period for the increased amount only.

Allstatements made are considered representations and not warranties, No such statement will be used in any contest,
unless a copy of such statement has been furnished to you.

When Notice is Given to Us - Any notice to You will be sent to your last known address,



ACCIDENT MEDICAL
IN-HOSPITAL ACCIDENT ONLY
ACCIDENTAL DEATH AND DISMEMBERMENT

SCOPE OF COVERAGE

We will provide the benefits described in this Policy to all Covered Persons who suffer a covered
loss which is within the scope of the DESCRIPTION OF BENEFITS PROVISIONS and results,
directly and independently of all other causes, from bodily injury which is suffered in an Accident,
and occurs while the person is a Covered Person under this Policy and is within the scope of the
risks set forth in the DESCRIPTION OF HAZARDS provisions.

INSURED PERSONS include all members and their lawful spouses under age 70.

Accident means a sudden, unforeseeable external event which causes injury to one or
more Covered Persons and occurs while coverage is in effect for the Covered Person.

THIS IS A LIMITED ACCIDENT ONLY INSURANCE, IT IS ACCIDENT ONLY POLICY AND DOES NOT
COVER LOSS OR EXPENSE RESULTING FROM SICKNESS, DISEASE, OR BODILY INFIRMITY. In
order to receive benefits, an insured person must sustain an injury while the policy is in force and
such injury directly and independently causes a loss covered by the policy.

[ 3
Benefits are payable for Eligible Expenses for non-work related injuries on the following basis:
DESCRIPTION OF BENEFITS
BENEFIT AMOUNT: $25,000 DEDUCTIBLE: $1,000 PER INJURY

If, as a result of injury, an insured incurs covered expenses starting within 90 days from the date
of the accident causing the injury, we will pay, less the deductible as shown above and not to
exceed the maximum benefit amount shown therein, all coverad expenses incurred within one
year from such date.

Covered expenses mean the usual, reasonable and customary charges for local professional
ambulance service to or from a hospital and/or surgical center as well as the following usual,
reasonable and customary charges for treatment, services and supplies provided or prescribed by
a Doctor: .

{1) Hospital Room & Board, or Surgical Center care and treatment; (2) Outpatient Hospital
Emergency room; (3) Surgical Benefits; (4) Doctor's Visits In-Hospital; (5) Doctor Visits Out-
Patient; (6) X-ray and Laboratory; (7) Nursing care; (8) Physiotherapy; (8) Ambulance

(10) Medical Equipment Rental Charges; (11) Medical Services and Supplies (Blood, Blood
transfusions, Oxygen); {12) Prescription Drugs; (13) Dental Treatment as a result of Injury to
natural teeth

ACCIDENTAL DEATH & DISMEMBERMENT
Principal Sum: $50,000
If within one year from the date of an Accident covered under this policy, Injury from such

accident results in Loss listed below, we will pay the percentage of the Principal Sum set opposite
the loss in the table. The amount will not exceed the Principal Sum which applies to the Covered

Person.



ACCIDENT DEATH, DISMEMBERMENT, OR LOSS OF SIGHT

Loss Percentage of Principal Sum

Loss of Life 100%
l.oss of Both hands

100%

l.oss of Both Feet . 100%
Loss of Entire Sight of Both Eyes 100%
Loss of One Hand and One Foot. 100%
Loss of One Hand and Entire Sight of One Eye 100%
Loss of One Foot and Entire Sight of One Eye 100%
Loss of One Hand 50%
Loss of One Foot 50%

"~ Loss of Entire Sight of One Eye 50%
Loss of Thumb and Index Finger of the Same hand 25%

DISCRIPTION OF HAZARDS

24 Hour Coverage. We will pay the benefits described in this Policy for any Accident which

happens to a covered person while he is covered by this Policy. This includes travel or flight in
an Aircraft with some restrictions. SEE EXCLUSIONS

&

GENERAL POLICY PROVISIONS

WORKERS' COMPENSATION INSURANCE: This Policy is not in lieu of, and does not
affect, any requirement for coverage under any Workers' Compensation [nsurance.

EXCLUSIONS
Benefits will not be paid for a Covered person's loss which:

(1) Is caused by or results from the Covered Person's own:

{a) Intentionally self-inflicted Injury, suicide or any attempt therat. (in Missouri this

applies only while sane);

(b) Voluntary self administration of any drugs or chemical substance not prescribed by,

and taken according to the directions of, a doctor (Accidental ingestion of a
poisonous substance is not excluded);

(c) Commission or attempt to commit a felony;
(d) Participation in a riot or insurrection; .
{e) Driving under the influence of a controlled substance unless administered on the

advice of a doctor; or

(f)  Driving while intoxicated. "Intoxicated" will have the meaning determined by the
laws in the jurisdiction of the geographical area where the loss occurs;

(2) Is caused by or results from:

Declared or undeclared war or act of war;

An Accident which occurs while the Covered person is on active duty service in any
armed forces. (Reserve or National Guard active duty for training is not exciuded
unless it extends beyond 31 days);

{c}  Aviation, except as specifically provided in this Policy;

(d) Sickness, disease, bodily or mental infirmity or medical or surgical treatment

(@)
(b}



bacterial or viral infection, regardiess of how contracted. This does not include
bacterial infection that is the natural and foreseeable result of an accidental
external bodily injury or accidental food poisoning.

Nuclear reaction or the release of nuclear energy. However, this exclusion will not
apply if the loss is sustained within 180 days of the initial incident and;

The loss was caused by fire, heat, explosion or other physical trauma which was
the result of the release of nuclear energy; and

The Covered Person was within a 25 mile radius of the site of the release egither:
(1) At the time of the release; or

{2) Within 24 hours of the start of the release.

CLAIMS PROVISIONS

Written notice of claim must be given within 30 days after a covered loss occurs or as soon as
reasonably possible. We will send forms to authorized members who ask for them

Notice must be sent to the address below or call 1-800-531-6764
' SDS, LLC
4876 HIGHWAY 41 NORTH
SPRINGFIELD, TN. 37172

Underwritten by: SERVE AMERICA, LTD.






AFFIDAVIT

STATE OF TENNESSEE )
)
COUNTY OF DAVIDSON )

I, DURENDA HOOD, being duly sworm, hereby state as follows:

1. I reside at 108 Orchard Valley Circle, Hendersonville, Tennessee 37075-2416.
I am currently unemployed after being laid off from Haskell Steel.

2. In or around October 2008, I purchased health insurance through the
American Trade Association (ATA). I contacted ATA after a friend received a
fax and forwarded the fax to me. I called the number on the fax and spoke
with a sale person. I do not recall who I spoke with and I no longer have the
fax.

3. On October 9, 2008, I had $336.00 deducted from my checking account. Since
that time, I have had $211.00 per month deducted from my checking account

to pay for the ATA health insurance premium as evidenced by the attached

withdrawals were handled by ATA. The total I have paid for the health
insurance is $3,290.00 (Exhibit 1)

4. After I purchased the health insurance, I received a membership packet from
ATA. T also received an insurance card included in the membership packet
states claims are sent fo SDS in Springfield, Tennessee. The card also said I
was part of the Mtegfgfed Health Plan. A copy of the card is attached as an

exhibit. (Exhibit 2)

Page 1 of2



5. According to documents in the ATA membership packet, I was supposed to
have a limited benefit health insurance plan. The plan said the coverage was
underwritten by Serve America, Ltd. The insurance certificate was included in
the packet I received from ATA. The packet I received is attached as an
exhibit. (Exhibit 3)

6. My doctor’s office had never heard of ATA. I never filed a claim for any of
my doctor’s visits and have never filed a claim on the ATA health insurance.

7. As a member of ATA, I also had access to Express Scripts, a prescription
discount plan. The Express Scripts plan has paid some on my prescriptions.

8. As of February 2010, I continue to have the $211.00 per month premium

deducted from my checking account.
Further affiant saith not.

U)ioncdla adders()

Durenda Hood .

Sworn to and subscribed before me this L(l day of \fﬂa,li('/l/k/ ,2010.

%'A\ﬁ?‘f\ @ %W ‘“%:3';\; "gu,,’

Notary Public s.‘ \e\?".,uun." &

My commission expires: 3 / q / [T ég-‘; Noresgg

Page 2 of 2



[oate: | 10/15/08 | ACCOUNTANUMBER: | YO\

| “CURRENT BALANGE: i 1

STATEMENT

High Interest Checking

Date
/26

8/30

10/01

10/01

10/01

10/02

10/02
10/03
10/07
10/08

10/10

10/14

10/14

10/15

10/15

Date
10/02

O S (Continued)

WITHDRAWALS

Description
102 GLEN OATS BLVD
HENDERSONVIL TN

PURCHASE W
CHECK # s

R
SNy

HENDERSOWVILLTN

117 INDIAN LAKE BLVD
HENDERSONVILLTN

1018 AND
HENDERSONVILLTN

CHECK e
HEND TN

P R e ]
CHECK ¥ (g

1276 WAL-SAMS
HENDERSONVILLTN

1010 GLENBROOK WY
HENDERSONVLLETN

CHECK
Check No Aamount

336.00-

Y

SUMMARY
Date Check XNo

10/02 e

GreenBank - Operations Center * P.O. Box 1120 ™ Greeneville, TN 37744-1720

www.greenbankusa.com * GreenConnect 1-877-666-1310

Amount



3Jof6

10/15/08 FPAG

STATEMENT.

High Interest Checking ’ NXX¥7201  {(Continued)
CHECK SUMMARY

Date Check XYo Aamount Date Check XNo Amount
/17 2733 -See above- 10/01 2747 -See above-
5/17 2735% 111.70 10/02 2748 . -See above-
g/22 2736 91.00 10/06 2748 115.00
5/19 2737 21.30 10/07 2750 58.17
9/22 2738 -See above- 10/07 2751 -See above-
9/24 2739 40.00 10/07 2752 101.25
5/26 2740 105.50 10/08 2753 20.58
9/26 2741 20.81 16/07 2754 59.40
8/26 2742 14.10 10/14 2755 25.00
10/02 2743 45.00 10/14 2757% -See above-
10/02 2744 337.50 10/15 2758 : 429.28
10/02 2745 23.81 10/14 2761% -See above-
9/30 2746 -See above-

*+ Denotes missing check numbers

DAILY BALANCE INFORMATION

Date Balance Date ' Balance Date Balance
9/16 L 9/30 10/08 T
9/17 R 10/01 e ) 10/09 ol
/19 DT 10/02 10/10 L
9/22 A 10/03 = 10/14 SRR
5/24 = 10/06 - 10/15 v
9/26 : 10/07 e |

INTEREST RATE SUMMARY , )

Date Rate

9/15 e

---If applicable, an overdraft fee may be incurred without warning when
using another bank's ATM or on any debit card merchant transaction.---

Thank you for banking with us!

GreenBank - Operations Center * .P.O. Box 1120 * Greeneville, TN 37744-1120
www.greenbankusa.com * GreenConnect 1-877-666-1310



{znm&gl 11/14/08 !<rfACGO’UNTs—-NUMBER:;EE XXX g, ':aCURRENT«eBAL;A‘NCE:m

| ipAGE:] 20f6

|

High Interest Checking ‘ oo N
WITHDRAWALS
Date Description
20/24 iR
AT
SRR s
10/28 eopnRS
N
e
RN
10/28 (e
10/30 Rl e
16/30 s SR
CHECK -
HEND TN
10/30 e ]
11/03
1010 GLENBROOK WY
HENDERSONVLLETN
211/03
11/03
11/06
11/07
HENDERSONVILLIN
11/10
UENDERSONVLLETN
11/10 A ————
CHECK # uiliig®
D0 e T
CHECK ”
11/12 e : iz
CHT’CY #“
HEND TN

(Continued)

GreenBank - Operations Center * P.O. Box 1120 ™ Greeneville, TN 37744-1120
www.greenbankusa.com * GreenConnect 1-877-666-1310



] XX

11/14/08 |
STATEMENT
High Interest Checking AXKT7201 {Continued)
WITHDRAWALS
Date Description . Amount
/10 SR ‘ DAy

Date

10/16
10/20
10/16
10/186
10/23
10/24
11/04
10/27
10/23
10/30
10/28
10/29
10/30
10/30

R R

=]
f s T
CHECK SUMMARY
Check No Amount Date Check No
2756 75.00 10/30 2774
2759% -See above- 10/30 2775
2760 -See above- 11/04 2777%
2762% 182,40 11/10 2778
2763 50.00 11/10 2779
2764 100.00 11/07 2780
2765 100.00 11/13 2781
2766 70.00 11/07 2782
2767 300.00 11/10 2783
2768 107.21 11/10 27784
2769 : 105.49 11/12 2785
2771%* 15.58 1/10 - 2786
2772 112.50 11/12 2787
2773 -See above- 11/12 2788

* Denotes missing check numbers

Date
10/16
10/17
10/20
10/22
16/23
10/24
10/27

-~-If applicable, an overdraft fee may be incurred without warning when
using another bank's ATM or on any debit card merchant transaction.---

DATLY BALANCE INFORMATION

Balance Date Ralance
Sumamemel | 10/28 -
Gy 10/29 e
R 10/30 G
G, 11/03 L
L 11/04 T |

- 11/06 E

11/07 e

INTEREST RATE SUMMARY
Date Rate

10/15

|

Thank you for banking with us!

GreenBank — Operations Center * P.O. Box 1120 * Greeneville, TN 37744-7120

www.greenbankusa.com * GreenConnect 1-877-666-1310

Date

11/10
11/12
11/13
11/14
11/16

-See
~-See

-See
-See

-See

Amount
above-
above-

165.
70.
39.

103.

116.
85.

71
00
33
74
54
03

above-

abo
5B
140
33

Ve -
.24
.52
.75

above-

Balance

—



| pate: | 12/12/08 | ACCOUNTNUMBER:| OO | CURRENTBALANCE: | M

| PAGE:] 205

|

STATEMENT

High Interest Checking WNX7201  (Continued)
WITHDRAWALS
Date Description Amount
11/24 R ST
CHECK # saiily
s TN
R
e
1E/00 e g R i
T
RS
12/02 e e T R

HENDERSONVIL TN

aiz/02 MEMBERSHIP RBASDSBD05916764 211.00-
, PPD :
12/02 oo 8
12/03 aliiuge
12/03 L ]
12/05 F o
12/05 L
12/08 E
12/10 v
CHECK SUMMARY
Date Check XNo Amount’ Date Check HNo
12/08 2770 L) 12/03 2794
11/28 2776% e 12/02 2795
11/21 2789% -See. above- 12/08 2796
11/20 2730 -See above- 12/03 27927
11/20 2791 -See above- 12/08 - 2738
11/20 2792 L 12/05 2799
11/24 2793 -See above- 12/05 2800

GreenBank - Operations Center * P.O. Box 1120 * Greensville, TN 37744-1120
www.greenbankusa.com * GreenConnect 1-877-666-1310

Amount

L

-See above-

D

-See above-

-See above-

e



ESsE, D

STATEMENT

High Interest Checking NXX7201  {(Continued)

CHECK SUMMARY

Date Check Xo Amount Date Check No ' Amount

12/08 2801 S 12/11 2805+ anuk
12/08 2802 e | 12/ 2807+ S
12/11 2803 Rl 12/11 2809% *

* Denotes missing check numbers

DATILY BALANCE INFORMATION

Date Balance Date Balance Date Balance
11/27 = 12/01 P 12/10

11/20 iz2/02 L 12/11

11/21 e, 12/03 Ry 12/12

11/24 LY 12/05 a 12/14

11/25 AR 12/08

11/28 Gk 12/09 S

INTEREST RATE SUMMARY
Date Rate
11/16 2.000000%

~---If applicable, an overdraft fee may be incurred without warning when
using another barnk's RTM or on any debit card merchant transactionm.---

Thank you for banking with us!

GreenBank -- Operations Center * P.O. Box 1120 * Greeneville, TN 37744-1120
www.gréenbankusa.com * GreenConnect 1-877-666-1310



pae; | 01/13/09 | ACGOUNTNUMBER: | XXXXP | currenTBALANGE: |S\ERMINES | Ao | 206

STATEMENT

High Interest Checking AX¥N7201  (Continued)
WITHDRAWALS
Date Description Amount
12/23 SRS T T, s
12/24 AR R —_—
TN
12/24 SRR e R e N
NASHVILLE ™
12/30 L e
12/31 s I S R T e
AR TR ‘
L
1/05 G R s
R
1/05 m o
1/07 - R T e
R R e 2
1/08 MEMBERSHIP RBASDSB005916764 211.00-
1/08 s
1/09 G
1/13 CHECK ohimnas &
CHECK
1/13 CHECK vessdiggis C- %
CHECK
CHECK SUMMZRY
Date Check No Amount Date Check No Amount
12/15 2804 134.12 12/23 2814+* -See above-
12/15 . 2806% 187.60 12/23 2815 111.70
12/16 2810% 488,51 1/09 2816 146.93
12/16 2811 -See above- 12/30 . 2817 109.31
12/18 2812 26.26 | 12/30 - 2818 90.16

GreenBank — Operations Center ™ P.O. Box 1120 * Greeneville, TN 37744-1720
www.greenbankusa.com * GreenConnecl 1-877-666-1310



| parE

| 01/13/09

| asoouNTRUMBER | XOXOO (s

RRENTIBALANCE: | (Sl | nace:| 2ofo

STATEMENT

High Interest Checking - 007201 - {Continued)

CHECK SUMMARY

Date Check No Amount Date Check No Amount
12/29 sy L= 1/08 o .
12/23 _— | N 1/09 - g o
1/05 | SRR F X 1/0¢9 ] -See above-
12/31 s L — 1/13 S -See above-
12/31 aig -See above- 1/13 il -See above-
1/09 _—— g 1/13 L8 Py
1/08 L L 1/13 s L
* Denotes missing check numbers
DAILY BALANCE INFORMATION
Date Balance Date Balance Date Balance
1/05 ST 12/15 el 12/24 F
1/07 L 12/16 Lo 12/28 BT
1/08 i 12/18 L 12/30 E
1/08 L 12/22 SRR 12/31 7 S
1/13 sqpuemese | 12/23 e
INTEREST RATE SUMMARY
Date Rate
S, L

~---If applicable, an overdraft fee may be incurred without warning when
using another bank's ATM or on any debit card werchant transaction.---

Thank you for banking with us!

GreenBank -- Operafions Center * P.O. Box 1120 * Greeneville, TN 37744-1120
www.greenbankusa.com * GreenConnect 1-877-866-13710
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www.greenbankusa.com
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6/12/09

1 0of6

Under the FDIC's Transaction Account
Guaraniee Program, funds in
non-interest bearing checking accounts
are now fully insured by the FDIC.
| Funds in, swepl into, or transferred into
interest bearing accounts are now
insured up to $250,000.

*000347% 55
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AN
CHECKING ACCOUNT
High Interest Checking ) »
account Number KIXHX Previous Balance )
Statement Dates  5/14/08 thru  6/14/03 1 Deposits/Credits
pays in the Statement Period @ 50 Checks/Debits
Service Charge
annual percentage Yield Earned L Interest Paigd This Statement
2009 Interest Paid ol Current Balance

Deposits and Additions

Date Description

Amount

6/09 Depos‘é’t
6/14 Interest Deposit

Checks and Withdrawals

Date Description

/15

5/20

AmOuUnt

TRI

A | :
MSIREV 12108 GREENBANK-STMT

Cusiomer Service: 800-639-5111



IDATE:} 6/12/09 iACCOUNT%NUMBER:l XXX X Y {’CURRENTBALANCE;

; !'PAGE:_{ 2 of 6

Checks and Withdrawals (continued)

Date Description

5/26

TRHINVIRRTING

211.00-

5/04 I Ry o

e Y Gy

poEEg

L
|

- e

3
o
Summary by Check Number
Date Number AMOUNT Date Number AMOUNT

5/18 2918 402.50 5/21 2930 ©162.00
5/19 2922*% 160.00 6/01 2931 25.00
5/1% 2923 -See above- 5/26 2932 28.25
5/19 2924 -See above- 5/26 2933 -See above-
5/19 2925 28.55 6/01 2934 348,70
5/21 2926 109.32 6/01 2935 200.00
5/27 2927 203.00 6/01 2936 -See above-
5/19 2928 29.48 6/01 2937 651.99
5/22 2928 50.00 6/01 2938 -See above-

* penotes missing check numbers

NE o DOGE4TD
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3437 2 AT 0.482 *0003427 Uinder the FDIC's Transaction Aco@um‘
DURENDA_HLigD " ‘Buarantee  Program,.” “funds . in

enon—mferest ’be‘an’ng c‘heck"/ng accounts ;

;Funds in,. 'swepz‘dnto or: transferred lnto,}f{
,m_teresf beanng accounrs sare now*{
zilnsured up fo; 250 o0g; . - -

CHECKING ACCOUNT

High Interest Checking

ACCount Number M Previous Balance
Statement Dates 6/15/09 thru 7/ 4 Deposits/Credits
pays in the Statement Period 43 Checks/Debits
Service Charge 00

Annual pPercentage Yield Earned

20059 Interest paid Current Balance

Interest Paid This Statement | L

Deposits and Additions }

Date Description Amount
6/19 Deposit

6/22 Deposit : Eogme

6/29 Deposit S
.7/13 beposit m
7/14 Interest Deposit ]
Checks and Withdrawals J
Date Description ” » ,, Amount

6/16

MSEREV 12008 GREENBANK-STMT

Cusiomer Service: 800-639-5111

TERARENMY NNng CRPPPWRLINY - NNNYETT LN



7/14/08 [ACCOUNTNUMBER: | XOO000 SRS

Checks and Withdrawals {continued)

Date DesCcmMm pt'l on AMOUNT
6/22 T
6/23 e
6/23 ‘. et e — sl 5 i i A *
50 N N G
6/24 SRR G

wo— ' B

' SN
L
. SR
i
s
S
.

L
S
o
e
211.00-

7/10 DBT @ E
4647 CRNEET

7/138

Summary by Check Number

Date Number Amount Date wumber AmMOunt
6/17 _ L 4 6/30 B S
6/15 s‘ T 6/29 G

6/16 ; — 3 7/02 s
6/16 ‘ -See above- 7/01 -5ee abover
6/16 _ ) ‘ 7/06

6/26 7/03 , ~-See above-
6/19 6/30 -See above®
6/23 7/02 s
6/26 6/30

% penotes missing check numbers




“gan2+

el

XXX XX

8/13/09

1015

sapen 3414 1 AT 0.357  *0003414
w*-t DURENDA HOOD

Under the ‘FFDIC!s Transaction Account .
Guaraniee Program, funds in
sl b i Bl it by ‘non-interest bearing.checking accounts
-are’ now Fully insured by the FDIC.
Funds in,sweptdnto, ioritransferred.into .
fnterest. .bearing - accounts are now;
Ainsired: up: 10:8250;000. " PR

CHECKING ACCOUNT .

High Interest Checking _
Account Number XXMXX Previous Balance .
Statement Dates 7/15/09 thru 4 Deposits/Credits
Days in the Statement Period 47 Checks/pebits

Service Charge
annual Percentage Yield Earned g Interest Paid This Statement
2009 Interest Paid : Current Balance

Deposits and Additions

pate Description Amount

7/20 w
7/ " F s R c:

-

7/29a-—" s
| e

=

8/03 piset
R

Checks and Withdrawals ‘ J

Amount

Date Des&mptvon
7/15 H B

7/15

MSIREV 12/08 GREENBANK-STMT

Cusiomer Service: 800-63%9-5111

TERARANY NN4A CRTPPNRBNE . NON34T4 25%FNR




FDATE:% 8/13/09 %TACCOEJNTRNUMBER:* XXX XX X s ‘:CURRENT’%BALANCE:

i,-.p,AGE:l 20f5 J

Checks and Withdrawals (continued)

Amount

\RTRIRIRRERRIRCTIRNLIIR.

AT AT, L AN AT A
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Under the F=DIC's flransaction Account”
Guarantee .Program, funds® - -in

are .now fully insured. by ithe FDIC.
:Funds-in, .swept.into, oriransferred.into .
interest ibearing accounfs are  now 3
msured up fo. $250 OQO -

CHECKING ACCOUNT

ngh Interest Checking

sccount Number

Statement Dates 8/14/08 thru
pays in the Statement Period

Annual percentage Yield Earned
2000 Interest Paid

(A VAV

LENDLY

XXXXX* Previopus Balance
9/14709 5 Deposits/Credits

42 checks/Debits

Service Charge
. Interest Paid This Statement
) Current Balance

Deposits and Additions

Date Description

8/14 Deposit
8/26 Deposit
§/02 Deposit
9/09 Deposit
9/11 Deposit

9/14 Interest Deposit

B [N
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MSEREV 1 208 GREENBANK-STMT

Customer Service: 800-639-5111
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Summary by Check Number ‘
Amount Date Number Amount
i 8/26 o

8/28

§/28

8/24

g/01

§/02

g3/01

9/09 L

iy 9/08 v

penBtes missing check numbers

T
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~-See above- § -
~See above-

-See above-
i -See above-

-See above-
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" ACHECKING ACCOUNT
High Interest Checking o *
Account Number ] XXX, Previous Balance
Statement Dates 5/15/09 thru 2 Deposits/Credits

Days in the Statement Period

37 Checks/pebits
Service Charge

4‘ .,c; . e . ] . .
S annual Percentage Yield Earned Interest Paid This Statement
& 2009 Igterest Paid Current Balance
, Deposits and Additions
E= pate (Description '
== g/24" Deposit
Ezg IO/li Deposit
% 10/14“Interest Deposit
= Checks and Withdrawals

Cusiomer Service: 800-639-511
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Checks and Withdrawals {continued)

Date Description

Amount
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Summary by Check Number

Date Amount Date Number

8/15 10/02 e

9/15 d“b 10;06 G

9/18 ~-See above- 10/05 &

9/17 o 10/05 o -See above-
9/23 10/08 Sahin,

g/24 10/09 = 7] aEEs
9/30 10/08 G -see above-
9/30 10/0% T -See above-

G/29 -See 10/13 Lo g I ‘

10/08 10/14 L4 ~-See above-
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.per deposnor thru “72/37/7 3. :

CHECKING ACCOUNT

High Interest Checking

account Number XXXX Previous Balance

Statement Dates 10/15/09 thru 3 Deposits/Credits

pays in the Statement Period 48 Checks/bebits
. 5erv1 ce Charge
&  Annual Percentage Yield Earned Interest Paid This Statement
S 2009 Interest Paid current Balance

Deposits and Additions {
) AMOUNT

Il

Date Description
11/02 Deposit

11/04 g

I

|

.
o
L )

11/09 Deposit

U

e
Checks and Withdrawals ]

Amount

11/12 Interest Deposit

y;

B

B .
Date Description

10/16 ¢
10/19 8

MSIREV 12708 GREENBANK-STMT

Customer Service: 800-639-5111

14503D2.003 GREEWBANK: 0003324 25FDP
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Checks and Withdrawals (continued)

Date Description
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FIRSTTIME HOMEBL YERS

| HOMEEU YER TAX CR.

12/14/09

1of 5

~GreerBank- participates .in the ZFDIC!s -
TAG :Program. ~Funds :in snon-interest
:bearing .accounts .are Jully-dnsured by
: ' veganﬂess of .amount thru
6/30/10 " Funds i amferesz‘ bearmg

& REPEAT HOMEBUYERS

inibie for the extended!

CHECKING ACCOUNT

High Interest Checking
aAccount Number
Statement Dates

11/13/09 thru
pays in the Statement Period

*8002*

ZOOQ'Interest

Previous Balance
3 Deposits/Credits
48 checks/Debits
Service Charge
Interest Paid This Statement
current Balance

Deposits and Additions

|
|

[

Description

l

I

|
|

12/11 Deposit

= (I

Checks and Withdrawals ’

Amount

Description

MSIREV 1 2/08 GREENBANK-NOT

Customer Service: 800-639-5171
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Checks and Withdrawals (continued)

Date Description
11/17 *Ee

11/23
11/23 @

11/23 §
11/23

11/23 4

EERRRNRERRINALLE

211.00-

12/04
12/08 e

12/08 S

12 /00 Eo———
12/09‘;

12/10 @
12/14

I bannn

1479200003 GREENBANK: 0003282



=3

2176 1 RT 0,357
DURENDA HOOD

*000317¢ sz

BT T e e T g ey gy o

XXX X X

2/08/10

10f5

dn -March 2010, -most checks will be
.deemed- fo sbe -local checks -when
sprocessed. This means that if .a hold is
placed on & check that you deposit, the

held funds may be made available for
use :more .quickly .depending .upon 'the

-type.of hold placed.

FIRST TIME HOMEBL YERS
& REPEAT HOMEBUYERS
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CHECKING ACCOUNT

High Interest Checking
Account Number
Statement Dates

1/11/10 thru

pays in the Statement Period

Previous Balance & »
4 Deposits/Credits
. 45 Checks/Debits

= Service Charge ___. 00

S Annual percentage Yield Earned L Interest Paid This Statement

* 2010 Interest Paid . Current Balance =

— Deposits and Additions

=== Date Description Amount

= V18 reamesssisl -

= 2/01¢ A

= um e
2/08 Deposit s

e

E 2/08 Interest Deposit r

15829C%.002

GREENBANK:

0003178
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Cusiomer Service: 800-639-57111

MSIREV 1 2/09  GREENBANK-STMT
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Checks and Withdrawals l
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Date Descr
1/11 i

IELRN

.
'\_.»‘Ui\)i)v I}
py /

o
RPLAS S
o

Tt eehngg

2/08 Healthplan Healthplan PPD

TRRANOL D03 GREENBANK: 00023178



Express Scripts

RABIN: 003858 RYPCN: A4 RGRP: 223

Insured Name:
DURENDA HOOD

ATAHEALTH PLAN Effective Date: 10/1/2008
Coverage: MEMBER ONLY

Group No:  ATA211

Member [DNO: 16844H39007

For Member Ry Service call; 800-451-6245
Pharmacist Use Only: 800-824-0858

k3 e

< ~EPr_ T
o ke réartied Llealtih
TN e (P L am, Inc
Go To: www.ihplan.com
To Find a Netwodrk Provider
Provider Inquiry:
Wail Medical Ctaims To: 1-888-6840-8707
SDS
4576 Hwy 41 N,
Springfield, TN 37472

o

All customer service, billing and slaim inguiries call B00-581-6764.
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Welcome to the ATA! We are very pleased to have you join our Association. It is made up of
people just like you. Hard working American’s that have joined together to create buying
power and to help promote and support the American way of life.

Enclosed you will find information on a number of ancillary benefits that come to you as a
member of our Association. If you decided to purchase our optional Limited Benefit Health
Plans you will be receiving your materials shortly. You will receive your fulfiliment packages
round the first week of your plan being active. You will receive a package containing your ID
cards (two if you added your spouse or children to the plan, one if it is just you on the

program). Also in the package will be a copy of your policy with all the benefits listed and
explained and also information on all the other exciting benefits that come along with your ATA
membership.

Your RX/Dental and Vision cards will come to you directly from the provider and should arrive
very shortly if they have not already gotten to you.

Our website can help answer many of the questions you may have about how the plans and
benefits work. The address is www.atafirst.com. On the site there are links to most of'the
providers. From using Integrated health Plan www.IHPlan.com to help locate network
providers, to MedSave for Pharmacy and prescription information and helping you find vendors
and services for our non-insurance benefits as well. Spend a few minutes roaming around and
check out the numerous great benefits that come along with your new membership package.

Our Customer Service staff stands ready to answer any question that is not on the website or
you have a problem finding. Our number is 800-591-6764 and it is answered live from 8:00 AM
to 5:00 PM central time Monday through Thursday and from 8:00 AM to 3:00 PM on Fridays.

Emergency admissions will be verified the following business day.

Again, thank you for joining our ever growing family and we look forward to serving your needs
for many years to come.

Best Regards,

American Trade Association
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FREQUENTLY ASKED QUESTIONS

1. Is this major medical insurance? - NO, this policy is considered as Limited Benefit Insurance and is not
intended to replace Major Medical Coverage. Please read the outline carefully to understand the benefits. This
applies to both the mini-medical plans as well as the per occurrence plans. The only plan that we offer that can be
considered major medical coverage is the catastrophic plan with either a $10,000 or $20,000 deductible and then
coverage to $250,000 a year and $1 million lifetime. Many people use the limited benefit plans to pay first dollar
benefits to offset the high deductible plan.

2. Isthe coverage guarantee issued? - You must be an eligible member of the Association to have the plan
guaranteed issue for your group or business. To be eligible for Association membership you must be employed at
the time the policy is issued and you must be either an Employer, Employee, Independent Contractor or self-
employed and under the age of 65.

3. Are there pre-existing clauses or wait times for benefits? - This varies by plan. With the limited benefit mini-
medical plans as long as you are an eligible member of the Association the plan is issued with no pre-existing
exclusionary periods. The only exception is there is a thirty day waiting period for the Critical Iilness benefit
offered as part of the Premier 1000 plan. All other benefits are available immediately after the effective date of
coverage. The Per-Occurrence plans are guarantee issue as long as you are an eligible member of the Association
but carry a 12 month pre-existing condition limitation uniess you have current creditable coverage and then
depending on the time you have been covered the pre-existing can be waived. Check the Plan benefit information
page for the exact terms and conditions. The same is true of the catastrophic plan. It hasa 12 month pre-existing

limitation and has the same requirement for having it waived.

4. Whois eligible for the plan? You must be at work on the day the plan becomes effective. You must either be
an independent contractor, a business owner or work for a business as a full or part-time employee or contractor.
You must be a member of the American Trade Association. You must not be disabled or unable to work due to
health conditions at the time the plan goes into effect.

5. Does the plan cover me on the job? You are covered for any sickness, illness or accident that is NOT job
related. No on the job injury or sickness is covered under the benefits of this plan.

6. Do Ihave to go to a particular doctor or provider? No, you are free to go to any doctor or provider of your
choice. However, the plan is contracted with Integrated Health Plans, ( www.ihplan.com ). To locate a provider
use User name SDS and Password SDS2008 to access network listing and if you use providers and hospitals that are
members of this network any discounts for services will be passed on to you which will allow the indemnity benefit
paid by the plan to go further in paying your medical expenses.

7. When is the effective date? Effective dates are always the 1st of the month. If we receive your application and
first month’s premium or your Company sends in an electronic enrollment form and premium prior to the 25th of the
month your effective date will be the 1st of the next month. Ifreceived after the 25th your effective date will be the
1st of the following month. Any exceptions must be approved by Home Office prior to receipt of the applications.

8. Are the Discount Benefits and Non-Insurance Benefits included in the rates? Yes they are all included and are
part of the Association package. For the cost of the insurance only portion of the plan contact your agent directly.
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PPO Re-pricing
What you may not know about your medical bills. All medical bills are re-priced.
Most insurance companies hope that your deductible and co-pay will cover the
cost of your doctor’s visit or hospital stay. Insurance companies enter into
agreements with various PPO Networks for a predetermined price on all surgical
procedures, daily hospital rates, physician services, lab fees, etc. In other
words, the insurance provider pays based on wholesale rates and they enjoy the
savings. The good news for all Acloche employees, we get the same discount
pricing they do but we pass those savings on to you rather th ep them
ourselves. _

We are affiliated with Integrated Health Plans PPO who has
thousands of doctors and hospitals who are participants. Youll
will be able to access their network nationwide via the web at

www.lHPlan.com and enter user name SDS,

password SD82008 to locate provider or by calling our
Customer Service to help you locate a provider in your area.

When you have to go to a doctor or hospital, you will need to verify

they are still active in your network in order to receive the best pricing.

The PPO’s logo will be on your card to verify membership in that network. Your
membership guarantees that you will be paid what your indemnity plan states
regardless of who you see, but if you see doctors orgo fo a hospital within the
PPO listed on your card, you will be able to take advantage of the pre-arranged
re-pricing, and your out-of-pocket expenses may be less.

if you have any question regarding your plan, or need

assistance in locating a provider near you please contact us:
Office 1-800-591-6764
FAX 1-615-382-9594

www.lHPlan.com
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As a member of the American Trade Association your association has negotiated a contract with
Quest Diagnostics and its affiliate Lab One to allow you access to their lab services at a
discounted rate off their National Billing Schedule.

TO TAKE BET ADVANTAGE OF THIS PROGRAM PLEASE FOLLOW THE INSTRUCTIONS OUTLINED
BELOW:

1. TELL YOUR PHYSICIAN THAT YOUR HEALTH PLAN HAS A DIRECT CONTRACT WITH QUEST
AND LAB ONE FOR LAB TESTS AND THE SAVINGS ARE 50% TO 75% OFF RETAIL SO YOU
WOULD LIKE TO USE ONE OF THESE LABS FOR YOUR TESTS. IF THE DOCTOR CURRENTLY
USES ONE OF THESE TWO COMPANIES FOR THEIR LAB WORK ASK IF YOU CAN BE BILLED
DIRECTLY BY THE LAB COMPARNY. IF HE SAYS YES, HAVE THE TESTS DONE THERE, IF NOT ASK
HIM FOR A PRESCTIPTIONS TO QUEST OR LAB ONE FOR THE TESTS HE WANTS DONE.

2. EITHER CONTACT OUT CUSTOMER SERVICE DEPARTMENT FOR HELP IN LOCATING THE

NEAREST LAB FACILITY OR GO ONLINE TO WWW.QUESTDIAGNOSTICS.COM TO FIND A LAB

AND SET AN APPOINTMENT.

MAKE SURE YOU HAVE YOUR HEALTH INSURANCE CARD WITH YOU WHEN YOU GO FOR

YOUR APPOINTMENT AND HAVE THE LAB BILL YOU DIRECTLY AND SEND THE CLAIMS TO

OUR CLAIMS PROCESSER AT THE ADDRESS LISTED ON YOUR CARD.

4. YOUR TESTS WILL BE RE-PRICED AND YOU WILL SEE AN AVERAGE OF A 50% TO 70% SAVINGS
ON YOUR LAB WORK.

(78]

Customer Service can be reached at
1-800-591-6764
Monday — Thursday 8:00 AM to 5:00 PM Central s
Friday 8:00 AM to 3:00 Central

Sample Discounts (Taken from actual claims)

Cholesterol Test CPT82465 Retail Price $24.00................ ATA Member Price - $2.00
MGB, Glycated CPT 83036 Retail Price $62.25................ ATA Member Price - $11.25
Thyroxine Free CPT84439 Retail Price $111.30...uuu.... ATA Member Price - $13.25
Trigiycerides CPT94478 Retail Price $32.30..cccuvennne.. ATA Member Price - $8.50
Prostate Specific AG CPT84153 Retail Price $119.7%u ... ATA Member Price - $18.00
CBC, PLT,DIFF CPT85025 Retail Price $36.75..cccocnnn. ATA Member Price- $8.25
HCG (QN) CPT84702 Retail Price $103.20.............. ATA Member Price- $9.50

Discounts May Vary by area of the country

4;5 Quest

‘ F a »

@ Diagnostics
&
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Welcome to the World of Prescription
Dental and Vision Savings

As a American Trade Association member, you can use your cards to save on the cost of
Dental Services and Vision Services. Present the card to any of our providers to get our
special discounted or co-pay pricing.

Dental Services Powered by DenteMax: Access to more than 81,000 access points
nationwide. All DenteMax dentists agree to charge members using a fixed fee schedule that
is typically 25-40% below their usual charges. This provides savings for you and your
family every time you visit your DenteMax dentist. To find a provider and information on fee
schedules go to www.dentemax.com

Vision Services Powered by Outlook: All vision services at an average savings of 10% -
50% for our members through the Outlook Provider network. More than 11,500 locations
nationwide. Take full advantage of discounts on frames, lenses and contacts. Special
discounts on eye exams and lasik surgery at select locations. To locate a provider and
samples of savings go to www,cutlockvision.com

Asrgmiconid @A&m{:mﬁ@m
% Pogmene”

Member Name: Jack Smith
Group: ATA2522
Member ID: 654851

ATA Member Service 800-581-6764

This is Not Insurance

ATA Dental Vision 9-29-08 revised
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ATA/RBA Co-Pay Prescription Program
Per Occurrence Plans

As a member of the American Trade Association/RBA enrolled in the Serve America Per
Occurrence Health Plan you also have included a prescription program through Express
Scripts.

You will enjoy prescription benefits at less than wholesale rates for all your medicine
requirements.

Founded in 1986 and never owned by a drug manufacturer, Express Scripts aligns its
interests with those of plan sponsors and their members. This legacy of independence
means that the company’s programs and original research on the pharmacy benefit
serve its clients.

Express Scripts drives to iowest net cost by enabling better health and value at the
consumer level. As evidence, Express Scripts’ generic dispensing rate leads the
industry.

Express Scripts is accepted at all the major drug store chains and most larger grocery
stores as well as many of the larger independent drug stores in rural America. Kroger,
HEB, Wal-Mart, Sam’s, Costco, CVS, Drug Emporium, Walgreens, Publix, Winn-Dixie,
Target, Revco, Randall’s, Rite Aide.

Your benefit plan is explained in the certificate package that is included with your
membership cards but the plan pays a 50% co-pay of the net cost of the medication up to
an annual maximum per member. Beyond that maximum the plan becomes a discount

program for medications.

LA L. LR

All discounts are done at the counter and no claims need fo be filed. You pay 50% of the
net cost for the drugs and the insurance carrier pays the balance. If you have questions
about your plan or how the benefit works you can call Express Scripts directly at 1-800-
451-6245. If your pharmacist has questions he may call Express Scripts at 1-800-824-
0898.

Also remember Express Scripts offers further discounted mail order pharmacy for your
maintenance medication needs

SDS CUSTOMER SERVICE

800-591-6764



YOU HOLD THE KEY TO A WORLD OF BENEFITS FROM HERTZ

Planning a family vacation or any out-of-town business trip? If your plans indiude renting a car, then take
advantage of a special membership savings and service from Hertz.

At Hertz, you will find time saving options like Computerized Driving Directions, Hertz Never Lost, Express
Return, 24 hour roadside assistance. And whether you need a compact, full-size or specialty vehicle,
Hertz offers a wide variety of new cars to handle your rental needs.

Hertz also makes sure you're enjoying special worldwide sav/ings. As an ATA member you will receive
discounts off your rentals in the U.S. and around the world. The key o your savings is your Hertz
discount CDP#1739263. Just mention this number when making your reservation. Then present your
membership card or Hertz Member Discount Card at the time of your rental. It is that easy!

For reservations and information call your travel agent or Hertz "Members Only” toll free number: 1-800-
654-2200 or visit www.hertz.com.

Introducing a New Member Benefit from Hertz,

Now when you rent from Hertz you can take advantage of a special year-round savings througt the Hertz
Member Benefit Program. ATA members receive a discount off Hertz Daily Member rates, Hertz US
Standard Rates; and Hertz US Leisure Rates. You'll be quoted the best rate for your rental needs at the
time of reservation.

With Approximately 7,000 locations in more than 150 countries, Hertz is able to offer you special
discounts on your rentals in Canada, Europe and worldwide Call Hertz for Details.

For reservations and information cail Hertz "Members Only “toll free number at 1-800-654-2200 and
mention your Hertz Discount CDP#1739263. Present your membership card or Hertz Member Discount
Card at the time of rental. Y
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GULFSTREAM FINANCIAL CORPORATION is the only Company in America to offer an independent
and end-to-end program for Financial Liability Portfolio Management (the "program”) that includes
technology, fulfillment/processing support and plan execution. The Program realiably liquidates all
financial liabilities including mortgages in approximately 8 1/2 years with no compromise in credit standing
or increase in monthly payments. This includes balances on: credit cards, car loans, credit union and
bank loans, IRS liabilities, student loans and the mortgages completely eliminated without increasing
monthly expense. Interest savings are substantial and the Program improves the client's credit rating.
The Program represents an inherent and sustaining value proposition to clients by eliminating all creditor
obligations quickly and predictably. ‘

Clients experience the Program as automatic and passive. In a short time they enjoy zero liabilities; they
own their home outright, and with no more outlay than they were committing to service their financial
obligations prior to enroliment. After graduation from the Program, with the liability portfolio retired, clients
are more capable of building an asset portfolio and planning for their golden years.

There is no out of pocket expense for Program enroliment.

This is neither credit ccunse!ing or debt consolidation nor debt negotiation.

&

For more information and to speak with a Financial Services Representative, contact 1-888-221-0548 or
go online to: www.iono1.com. Tell the counselor you are a member of the American Trade Association.
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MORTGAGEZONE

MORTGAGE & REALTY ASSISTANCE PROGRAM

The ATA has partnered with Mortgage Zone to offer our members assistance in mortgage planning and
realtor services. This plan offers cash rewards when members purchase or refinance their homes and
obtain a mortgage through Mortgage Zone. You can choose from over 250 lenders to give you the best
options and payment. This program is a "members only" plan for both you and your extended family
members that use the purchasing power of the American Trade Association, Inc. to offer better rates and
significant rebates to its members.

You, and through your membership in ATA, your family members, sons, daughters and grandchildren can
benefit from this program. You get cash rewards for your family member, not just yourself, when they
obtain a mortgage from Mortgage Zone.

Here is how to access the Mortgage Zone Assistance Program:

Steb 1 - go to hitps://33aff. mzbe.com/public/short app form.php to begin the no cost enroliment

Step 2 - Enter your name, email address, phone number
Step 3 - within 24 hours a service representative will call you and discuss your goals

OR - Call 1-877-693-0287 and we can answer any questions and help get you started.



COMPLIMENTS OF ATA

As a gift to you, American Trade Association Inc is providing a complimentary membership to Retire on
Spending (ROS) - which gives cash back on internet shopping at over 1,000 merchants - you can save up
to 17% over retail, plus get cash back on all your purchases - from mainline merchants like Wal-Mart, Old
Navy, and Target, clothing sites for cool clothes, music specific sites where you can get the latest MP3,
IPOD's and other music related items, and over 1,000 other sites. Saving money on all the things you will
need - plus other benefits. This helps ATA promote its activities, so everyone wins.

Retire on Spending is here for you now.

You will get a free replicated ROS member web site that contains your very own private "Smart-Mart and
back-office, plus a monthly allowance of $50.00 in SMART-CASH. Each time you shop in any of the
approximately 1,000 of America's favorite stores in your SMART-Mart, you're Smart-Cash is automatically
converted into real cash and ROS mails you a check for up to $50.00 a month!

For your convenience, no user name, or pin account or ID# or special password, or special procedure is
required. It's simple, all you have to do is login to your personal website and click on "shopping” and

ROS's unique, proprietary system will recognize that the transaction is originating from your "Smart-Mart.

To join "Free", go to www.retireonspending.com




Administrative Office
Serve America, LTD - SDS
' 4676 Highway 41 North
Springfield, TN. 37172

This Certificate explains the Limited Group Hospital Indemnity Insurance that is underwritten by Serve America, LTD.
‘Please read it closely to be familiar with your coverage.

Terms important in understanding the Certificate are defined in the Definitions section or in separate Certificate
Provisions and are capitalized in this Certificate.

Important Notice - Benefits are payable as described in this Certificate for accidents or sickness that are incurred while
the Covered person is insured under the Group Master Policy (“Policy”)

The Policy under which this Certificate is issued may at any time be amended or canceled, as stated in its provisions. Such
an action may be taken without the consent of or notice to any Covered Person. Premiums are subject to periodic
changes.

The insurance made under this Policy does not take the place of nor does it affect any requirements for coverage by
Workers’ Compensation or a similar type of insurance.

The benefits for Dependents described in this Certificate will be applicable to each of your Dependents only ifyou are
insured and you have applied for coverage for each of your dependents. Such applications must be approved by Us, and
the required premium paid for each dependent.

Policyholder: American Trade Association
Governing Jurisdiction: Arkansas

Policy Number: ATAI111

Insured:

Certiﬁcate Number:
Effective Date:

Signed for the Company at Our Home Office to take effect on the Cértificate Effective Date.
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CERTIFICATE FOR LIMITED GROUP HOSPITAL INDEMNITY INSURANCE

LIMITED BENEFIT ~ READ YOUR CERTICATE CAREFULLY
NONPARTICIPATING - NO ANNUAL DIVIDENDS
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SCHEDULE OF BENEFITS

INSURED: CERTIFICATE NUMBER:
AGE ATISSUE: - DEPENDENT COVERAGE:
INSURED EFFECTIVE DATE: ' DEPENDENT EFFECTIVE DATE:
ANNUAL MAXIMUM
BENEFIT LIMIT: NONE
BENEFIT COVERAGE
EFFECTIVE TYPE OF COVERAGE
DATE: = ) PER COVERED PERSON

DAILY IN-HOSPITAL INDEMNITY AMOUNT
BENEFIT AMOUNT PER DAY: ) $500
MAXIMUM OF 30 DAYS PER CONFINEMENT

DAILY INDEMINITY BENEFIT FOR CONFINEMENT

IN AN INTENSIVE CARE OR CRITICAL CARE

IN-PATIENT ROOM

BENEFIT AMOUNT PER DAY: $500
MAXIMUM OF 30 DAYS PER YEAR PER MEMBER

IN-HOSPITAL & IN-PATIENT ADDITIONAL -

HOSPITAL INDEMNITY BENEFIT

PER ADMISSION PER MEMBER: $500
MAXIMUM VISITS PER YEAR PER MEMBER: 2

SURGICAL AND ANESTHESIA INDEMINTY BENEFIT

BENEFIT FOR SURGERY PER SURGICAL VISIT AS s
LISTED IN THE TABLE OF SURGICAL INDEMNITY ‘
BENEFIT SCHEDULE: $1,000 SCHEDULE
BENEFIT FOR ANESTHESIA PER SURGICAL VISIT EQUALTO 20% OF
.- . SURGICAL BENEFIT AMOUNT

OUTPATIENT PHYSICIAN OFFICE VISIT INDEMNITY

BENEFIT

BENEFIT AMOUNT PER OFFICE VISIT: $50
MAXIMUM NUMBER OF OFFICE VISITS PER YEAR

PER MEMBER: . 6
OFF-THE-JOB ACCIDENT INJURY BENEFIT

MAXIMUM BENEFIT: $500
MAXIMUM NUMBER PER YEAR PER MEMBER: 5
OUTPATIENT DIAGNOSTIC X-RAY & LAB INDEMNITY

BENEFIT

BENEFIT AMOUNT PER VISIT PER MEMBER: $50
CALENDAR YEAR MAXIMUM VISITS PER MEMBER: 4

SDS-SAS - CERT 3a



EFFECTIVE TYPE OF COVERAGE
DATE: PER COVERED PERSON

EMERGENCY ROOM SICKNESS BENEFIT INDEMNITY

BENEFIT

BENEFIT AMOUNT PAID OER ER VISIT FOR SICKNESS

OR ILLNESS: $50
MAXIMUM NUMBER OF VISITS PER YEAR: 2
WELLNESS INDEMNITY BENEFIT

BENEFIT AMOUNT PER VISIT PER MEMBER: $50
MAXIMUM CALENDAR YEAR VISITS PER MEMBER: 1

WELL CHILD VISITS ~ 4 VISITS PER YEAR PER CHILD
FROM 0 MONTHS TO 12 MONTHS
WELL CHILD VISITS — 2 VISITS PER YEAR PER CHILD
FROM 12 MONTHS TO 24 MONTHS

DAILY IN-PATIENT DRUG & ALCOHOL INDEMNITY

BENEFIT
BENEFIT PER DAY OF CONFINEMENT IF INSURED: $300

IS CONFINED IN A REHABILITATION FACILITY

FOR SUBSTANCE ABUSE

ANNUAL MAXIMUM BENEFIT: _ $10,000

LIFETIME MAXIMUM OF $30,000

DAILY IN-PATIENT MENTAL & NERVOUS INDEMNITY

BENEFIT '

BENEFIT PER DAY OF CONFINEMENT IF INSURED: $300

IS CONFINED IN A REHABILITATION FACILITY

FOR MENTAL OR NERVOUS DISORDERS

ANNUAL MAXIMUM BENEFIT: $10,000
LIFETIME MAYXIMUM OF $30,000

EXPRESS SCRIPTS RX CARD BENEFIT

Insured prescription card - AWP less 16% discount

Then an 50% copay per prescription up to an annual

Benefit per member of $500 then an Express Scripts

Discount plan beyond there - no pre-existing exclusions $500

GROUP TERM LIFE INSURANCE POLICY WITH ACCIDENTAL
DEATH AND DISMEMBERMENT RIDER ATTACHED

PRIMARY MEMBER BENEFIT: $5,000
SPOUSE: : $2,500
CHILD(REN) — NOT COVERED FOR AD&D BENEFIT $2,500

SDS-SAS - CERT 3b



DEFINITIONS

The defined terms below are subject to the provisions of the Policy and of this Certificate:

Accident or Accidental Injury: a sudden, unexpected and unintended injury:
¢ Thisis independent of any Sickness; and
*  Thatis caused by or the result of external means; and
*  That takes place while the Covered person’s coverage is in force.

Active Service: You are:
*  Performing in the usual manner all of the regular duties of Your occupation on a scheduled work day; and

»  Those duties are performed at your place of business where You normally do such duties or at some location to
which your employer sends you.

You are said to be in Active Service on a day which is not a scheduled work day only if You would be abie to perform in the
usual manner all of the regular duties of Your occupation if it were a scheduled work day, and You were in Active Service
on the last preceding regular work day.

Amendment, Endorsement or Rider: Any form issued by Us which adds, modifies, changes or deletes any Policy or
Certificate provisions or benefits.

Application or Enrollment Form: The form completed and signed to apply for this insurance coverage.
Calendar year or Year: The period from January 1 through December 31 of the same year,
Certificate: The document that describes your hospital indemnity insurance coverage,

Child: A child of Yours who is unmarried; under the age of 19; dependent upon you for more than 50% of his/her
support and maintenance; who lives with You; and is:

e Anatural Child; or

*  Alegally adopted Child or a Child who has been placed for adoption with you; or

e Astepchild or foster Child; or

*  Achild for whom You have been appointed legal guardian; or

¢ AChild notliving with You, but for whom you are legally required to provide support.

“Child” also includes a Child who meets the criteria described above, but who is age 19 or older, if the Child is:
' ¢ Afull-time student at an accredited educational institution, college, university, vocational institution, trade
school, or secondary institution, and is under the age of 24; or
®  Becomes incapable of self-support because of mental retardation or physical impairment while insured, and
prior to reaching the limiting age of a Child. The child must be dependent on You for support and maintenance.
We must receive proof of incapacity within 31 days after coverage would otherwise terminate. Then, coverage
will continue for as long as Your insurance stays in force and the Child remains incapacitated. Additional proof
may be required from time to time, but no more often than once a year after the Child attains the age of 24,

The term “Child” does not include a child who engages in any employment or business for compensation, profit or gain for
30 or more hours per week, unless such child is a full-time student as described above.

Confinement or Confined: That period of time the Covered Person is admitted into a medical facility on an inpatient
basis in excess of 23 hours. Confinement does not include that period of time during which a Covered personisina
Hospital emergency room, an observation room, or a freestanding surgical facility or outpatient facility. Successive
Confinements separated by 30 days or less will be considered as one Confinement.

Covered Person: Any or all of the following: You, Your Spouse or Your Children, who has been accepted by Us for
coverage,



Critical Hilness: Any of the following conditions: :

L. Cancer- A disease'which is identified by the presence of a malignant tumor characterized by uncontrolled
growth and spread of malignant cells, and the invasion of normal tissue, Cancer must be positively identified
and diagnosed with histopathological conformation. Leukemia and Hodgkin's disease (except stage 1 Hodgkin's
disease) will be considered Cancer.

»  Cancer does notinclude

o  Pre-Malignant conditions or conditions with malignant potential;
©  Prostatic cancers which are histologically described as TNM Classification T1 (including T1(2) or T1
(b), or of other equivalent or lesser classifications).

2. Skin Cancer - Basel cell epithelioma or squamous cell carcinoma. Skin cancer does not include malignant
melanoma or mycosis fungoides.

3. Carcinoma in situ - Cancer that is diagnosed with histopathological confirmation and confined to the site of the
origin without having invaded neighboring tissue.

4. Heart Attack [ the death (infarction) of a portion of heart muscle as a result of inadequate blood supply. The .
diagnosis must be based on all of the following criteria;
©  aj Associated new electrocardiographic (EKG) changes consistent with Injury;
© b} Elevation of Cardiac enzymes; and
o ¢} Confirmatory imaging studies such as thallium scans, MUGA scans or stress echocardiograms.

5. Stroke - A cerebrovascular event resulting in permanent neurological damage, including infarction, hemorrhage
or embolizations of brain tissue from an extracranial source. The diagnosis must be based on:
e Documented neurological deficits; and
e Confirmatory neuron-imaging studies

Stoke does not include cerebral symptoms due to:
e Transientischemic attack (TIA);
e Reversible neurological deficit;
e  Migraine;
¢ Cerebral injury resulting from trauma or hypoxia; or
*  Vascular disease affecting the eye, optic nerve or vestubular functions.
6. End Stage Renal Failure ~ Chronic, irreversible failure of the function of both kidneys, such that a Covered
person must undergo regular hemodialysis or peritoneal dialysis at least weekly.
7. Major Organ Transplant Surgery - A Covered person undergoing surgery as a recipient of a human to huuman

transplant of a heart, lung, kidney or pancreas. ®

Dependent - Your Child or Spouse as defined by the Certificate

Disability or Disabled - The inability, due to an Injury or sickness to perform all of the substantial and material duties of
your regular occupation,

For a Dependent Child or Spouse: "Disabled” means the inability to perform a majority of the normal activities of a person
oflike age in good health.

Effective Date ~ The date coverage is in effect is shown on the Schedule of Benefits, The effective date will start at 12:01
AM at the main place of business of the Policyholder.

Evidence of Insurability - The correct and complete answers to the questions in the Application of Enrollment Form and
medical history, if necessary, which may be used by Us to base Our acceptance of any proposed Covered person.

Grace Period ~ The period of 31 days allowed for each premium payment after the first premium.
Group Master Policy or Policy: The complete contact of insurance, which includes the Policy as issued to the Policyholder,
as well as any Certificates issued to insureds, including any Amendments, Endorsement, Riders, Applications or

Enrollment Forms signed by the Policyholder and each insured.

Policyholder - The entity named on the Cover Page of the Policy



Hospital - Alicensed institution that has on its premises or in facilities available to the Hospital on a contractual
" prearranged basis and under the supervision of a staff of one or more duly Licensed Physicians.

1. Laboratory, X-ray equipment and operating rooms where major surgical operations may be performed by
licensed Physicians.

2. Permanentand full-time facilities for the care of overnight resident bed patients under the supervision of a

licensed Physician.

24-hour-a-day nursing service by graduate registered nurses; and

4. A patient’s written history and medical records.

wa

The term “Hospital” does not include any institution used by the Covered Person as:

A place for rehabilitation;

A place for rest, or for the aged;

A nursing or convalescent home;

Along term nursing unit or geriatrics ward; or

An extended care facility for the care of convalescent, rehabilitative or ambulatory patients.

Ul Wopo

Immediate Family Member - You, Your Spouse, Child, mother, father, brother, sister or other close family member of the
Covered person.

Injury or Off-the-Job injury - An injury which is caused by an Accident, and does not occur while in the course of any
legal or illegal occupation, activity or employment for pay, benefit or profit.

Insured - The employee or member covered for this insurance and named on the Cover page of this Certificate,

Intensive Care Unit - A specially designated area of a Hospital that provides the highest level of medical care restricted
to those patients who are critically ill or critically injured. It must be separate and apart from the surgical recovery room
and other rooms, wards, or beds norr ially used for patient confinement. It must also:
1. Be provided with constant and continuous nursing care by nurses assigned to it on a full-time basis; and
2. Beunder the full-time direction and/or supervision of either a Physician or a standing committee of the
Hospital's medical staff; and
3. Contain special life saving equipment.

Intensive Care Unit includes: Intensive cardiac and coronary care units, neonatal intensive care units, and burn intensive
care units if such units meet the conditions in this definition. This does not include any lesser treatment units.
¥
Physician ~ A licensed practitioner of the healing arts who:
1. Performs only those services permitted by his or her license; and
2. Isnotanimmediate Family member.

Pre-Existing Condition - A Sickness or physical condition for which the Covered person:
1. Hadtreatment
2. Incurred Expense;
3. Took medications; or
4. Received a Diagnosis or advice from a Physician.
During the 12 month period immediately before the Effective Date of the Covered Person’s coverage.

The term “Pre-existing” will also include a condition that manifests itself in a way that would cause an ordinary prudent
person to seek medical advice, diagnosis, care or treatment.

Schedule of Benefits or Schedule - The benefit schedule set forth in this Certificate,

Sickness - An illness or disease which first manifests itself while the Covered person's coverage is in force and is the
direct cause of the loss.

Spouse - Your legally married Spouse named in the Application or Enrollment Form. Ifyou are not legally married,
“Spouse” may include your common law spouse if named in the Application or Enrollment Form and if legally recognized
in the state in which you reside.

Testing Day - The day on which one or more diagnostic X-rays or laboratory tests are performed.



Waiting Period - The period of time from your date of employment or membership that must expire before you are
eligible to enroll for coverage, as specified in the Policyholder's Application.

We, Us, or Our - The Insurer that underwrites this coverage: Serve America, LTD

You, Your, or Yours - The Insured.

ELIGIBILITY AND EFFECTIVE DATE

Effective dates are shown on the Schedule of Benefits. Coverage will start on such date at 12:01 AM at the main place of
business of the Policyholder. Effective dates for all persons added to coverage after this Certificate is issued will be shown
on the Schedule of Benefits issued at the time of the addition.

Employer or Member Eligibility - To be eligible for insurance You must:
1. Meeteligibility requirements as selected on the Policyholder’s Application; .
2. Satisfactorily answer all eligibility and other questions on the Application or Enrollment Form and must provide
evidence of Insurability satisfactory to us, if we ask for it; and
3.  BeActively at work. Eitherasa business owner, independent contractor, work for a small business or a member
of a workers union.

Employee or Member Effective Date - Your insurance will take effect on the Effective Date of the Policy if:
1. You completed an Application or Enrollment Form on or before the effective date; and
2. You are in Active Service; and
3. Your first premium is paid and received by Us,

Ifyou are not eligible for this coverage on the Policy effective date, Your coverage will take effect on the first day of the
day which coincides with or next follows the date You first become eligible and are approved for coverage. Additionally,
Your first premium must have been received by Us, and all provisions listed in the Employee or Member Eligibility
provision above, must be met.

Ifyou are disabled on what otherwise would be the effective date, Your coverage will be deferred until the first of the
month following the date you cease to be disabled,

Dependent Eligibility - If Dependent coverage is available, A Dependent will be eligible for such coverage on the later of
the following dates: , *

1. The day you become eligible for coverage; or

2. Theday he/she first meets the definition of Dependent.

You may elect dependenf coverage by:
1. Applying for Dependent coverage within 31 days of the date the dependent becomes eligible; and
2, Completing any required forms for payroll deduction or drafting of your account for payment

You must complete an Application for Enrollment of a Spouse or Child, and pay any required premium within 31 days of
the date Your Spouse or Child meets these eligibility criteria. If such Application is not made within that 31 day period
Your Spouse or Child will be considered a late enrollee and may be required to submit satisfactory Evidence of
Insurability in order for coverage to become effective.

Any eligible Dependent who does not become a covered person on your effective date may be added to this Certificate
subject to: '

1. The Completion of an Application or Enrollment Form;

2. Satisfaction of any Evidence of Insurability requirements; and

3. Pazyment of any additional premium, if required.

Ifyouand your spouse are both eligible as an employee or member, the Children may be insured as Dependents of either
You or your Spouse but not both

Dependent Effective Date ~ The effective date of coverage for each eligible Dependent will be on the first day of the
month that coincides with or next follows:



1. Ouracceptance of the Application or Enrollment Form; and
2. Qurreceiptof the first premium,

However, if on such date Your coverage has not yet taken effect, the effective date for dependent coverage will be the
same as your effective date.

If a Dependent is Disabled on the date coverage (with respect to that particular Dependent) would otherwise be in effect,
the coverage for that Dependent will be deferred until the first of the month following cessation of Disability for that
Dependent.

Newborn Child Effective Date - A newborn Dependent Child will become insured for coverage automatically on the day
he or she is born, so long as your coverage is in force on that date. Coverage includes premature babies, congenital
defects and birth abnormalities. The Dependent newborn child's coverage will not continue past the 31 day period
following the date of birth, unless:

1. You have notified Us by the end of the 31 day period of the addition of such newborn Child, and

2. You have paid any applicable additional premium.

BENEFIT PROVISIONS

Subject to the provisions of this certificate, and any maximum benefit limitations stated on the schedule of benefits, we will pay
a benefit for a covered loss that occurs while the covered person is insured under the policy, subject to extension of Benefits
Provision. Please see the Schedule of Benefits for the benefit amount detalls for each benefit listed below.

Daily in-Hospital indemnity Benefit — If a Covered Person is confined in a hospital as a result of Accident or Sickness, We will
pay the benefit amount per day shown on the schedule. Each day must include an overnight stay for which a Hospital charge is
made. No benefit will be paid for any day the Covered Person is not under the regular care and attendance of a Physician.

Surgical and Anesthesia indemnity Benefit — If a Covered Person undergoes a surgical procedure listed on the Table ofvSurgical
Indemnity Benefits Schedule (“Surgical Table”), which is attached to this Certificate, as a result of a covered Accident or
Sickness, We will pay the benefit shown on that Surgical table. We will also pay the benefit amount, if shown on the Schedule of
Benefits, for the administration of anesthesia per surgical visit by a Physician in connection with the surgery.

@
If two or more procedures are performed through the same incision or Operative field, the benefit paid will be for only the
procedure that has the larger benefit If more than one procedure is performed, but each through a separate incision or in the
separate operative field, the amount payable will be the specified amount for the primary procedure plus 50% of the amount
payable for all other surgical prbcedures performed.

Representative surgeries have been listed in the Surgical Table. A complete Surgical Schedule has been filed with the State. We
will pay all surgeries in accordance with that Surgical Schedule, With respect to surgical procedures that are not listed in the
Surgical Schedule, We will pay an indemnity benefit that is consistent with similar procedures within the Surgical Schedule.

Outpatient Physician Officer Visit indemnity Benefit — We will pay this benefit as shown on the Schedule for a physician office
visit as a result of an Accident or Sickness.

Off-the-lob Accidental Injury Benefit - We will pay benefits for the actually charges incurred for a covered Accident up to the
amount shown on the Schedule for each Covered Person, for x-rays used to diagnose an Accidental Injury and treatment of a
covered accident by a Physician in the Physician's officer, clinic, or urgent care facility or Hospital emergency room. Treatment
must be received within 72 hours of such Accident for benefits to be payable. For purpose of this benefit only, “actual charges”
will mean the amount actually paid by or on behalf of the Covered Person and accepted by a Hospital or Physician for services
provided.



Critical Iilness Indemnity Benefit - The Critical lliness Indemnity Benefit is pavable only one time for each Covered
Person, and will be paid in addition to any other benefit in this certificate. A Benefit is payable for any one of the
following:

Critical Illness — We will pay the amount shown on the Schedule for each Covered Person when he/she is first diagnosed
as having a covered Critical lliness.

Skin Cancer ~ We will pay theamount specified on the Schedule for each Covered Person when he/she is first diagnosed
with Skin cancer.

Carcinoma In Situ - We will pay the amount specified on the Schedule for each Covered Person when he/she is first
diagnosed as having Carcinoma In Situ.

BENEFIT PROVISIONS (Continued)

Subsequent Critical Iliness Indemnity Benefit ~ We will pay this benefit, in the amount specified on the Schedule of
Benefits, when a Covered Person is first diagnosed as having a subseguent and separate covered Critical lliness. The
subsequent Critical lllness must be a Critical Iliness that is defined in a separate category of conditions than the first
covered Critical lliness; the subsequent and separate covered Critical llness must first manifest itself, and be diagnosed
more than 60 days after the first covered Critical lllness is initially diagnosed. This subsequent Critical lliness benefit is
payable only one time for each Covered Person, and will be paid in addiction to any other benefit in this Certificate. This
subsequent Critical lliness Benefit is not payable for Carcinoma In Situ or Skin Cancer.

Wellness Indemnity Benefit - We will pay this benefit as shown on the Schedule for each Covered Person who has
undergone the following: physical examinations, mammograms, Pap smears, immunizations, flexible sigmoidoscopy,

prostate-specific antigen tests and blood screenings. Services must be under the supervision of or recommended by a
Physician, and a charge must be incurred.

Intensive Care Indemnity Benefit - If a Covered Person is confined in an Intensive Care Unit as a result of Accident or
Sickness, We will pay the benefit amount per day shown on the Schedule. Each day must include an overnight stay for
which a Hospital charge is made. No benefit will paid for any day the Covered Person is not under the regular care and
attendance of a Physician.

Benefits When There is a Break in Service - If a covered Person’s coverage terminates for any reason, and sich person
is re-enrolled for coverage as either an employee/member or Dependent under this Policy or any other Transamerica Life
Insurance Company Group Hospital Indemnity Insurance Policy, all benefits paid during the Calendar Year will be
accumulated and applied towards the maximum benefit for the Calendar Year as described on the Schedule of Benefits, no
matter how many times a Covered Person becomes insured under this or any other Transamerica Life Insurance

ny Group Hespital Indemnity Insurance Poli
Physical Examinations and Autopsy - We have the right to have a Covered Person examined by a Physician of Qur
choice as often as reasonably necessary while a claim is pending. We will pay for such examination. In case of death, we
may request an autopsy where it is not forbidden by law.

Proof of Loss — Satisfactory written Proof of Loss must be given to Us at Our Administrative Office. In case of a claim for loss for
which a period payment is provided contingent upon continuing loss, each satisfactory written Proof of Loss must be sent
within 90 days after the termination of the period for which we are liable. For any other loss, proof must be sent within 90 days
after the date of said loss. Satisfactory written proof of loss includes but is not limited to: iterized Physician or Hospital bills,
and, with regard to Critical lliness benefits, the initial pathology report diagnosing a Critical lilness.

Failure to furnish such proof within such time will not invalidate nor reduce any claim if it was not reasonably possible to
furnish such proof and that it was furnished as soon as it was reasonably possible. In any event, the proof required must be

given no later than one year from the date of loss, unless the claimant was legally incapacitated.

Time of Payment of Claims — benefits for a covered loss will be paid after We receive satisfactory written Proof of Loss.



EXCLUSIONS AND LIMITATIONS

With respect to all the benefits provided under this Certificate, no benefits will be payable as the result of:

Ll
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10.

11.

12.

13.
14.

15.

16.

17.
18.
19,
20.
21,
22,

23,

Suicide or any attempt thereof, while sane or insane;
Any Intentional self-inflicted Injury or Sickness;
Rest care or rehabilitative care and treatment (unless provided as a benefit on the Schedule of Benefits);
Immunization shots and routine examinations such as: physical examinations, mammograms, Pap smears,
immunizations, flexible sigmoidoscopy, prostate-specific antigen tests and blood screenings (unless the
Wellness Indemnity Benefit is shown the Schedule of Benefits);
Routine newborn care (unless covered under the Wellness Indemnity Benefit on the Schedule of Benefits);
The treatment of: '
a.  Mentalillness, functional or organic nervous disorder, regardless of cause { unless the Daily In-Patient
Mental and Nervous Benefit is shown the Schedule of Bene its):
b.  Alcohol abuse or drug use, unless such drugs were taken on the advice of a Physician and taken as
prescribed (unless the Daily In-Patient Drug and Alcohol Benefit is shown the Schedule of Benefits);
Participating in a riot, civil commotion, civil disobedience, or unlawful assembly;
Committing, attempting to commit, or taking part in a felony or assault, or engaging in an illegal occupation;
Participation in:
An organized contest of speed;
Parachuting; -
...... ng;
. Bungee jumping; or
e. Hang Gliding;
Alr travel, except:
a. Asa fare-paying passenger on a commercial airline on a regularly scheduled route; or.
b.  Asa passenger for transportation only and notas a pilot or crew member;
Any accident caused by the participation in any activity or event, including the operation of a vehicle, while
under the influence of a controlled substance {unless administered by a Physician or taken according to the
Physician’s instructions) or while intoxicated (intoxicated means that condition as defined by the law,of the
jurisdiction in which the Accident occurred); :
Any procedure or treatment to change physical characteristics to those of the opposite sex and other treatment
related to sex change;
The reversal of a tubal ligation or vasectomy;
Artificial insemination, in vitro fertilization, and test tube fertilization, including an relate testing, medications or
Physician's services, unless required by law; '
Any loss incurred while on active duty status in the armed forces (if You notify us of such active duty, we will
refund any premiums paid for any period for which no coverage is provided as result of this exception.};
Accident or Sickness arising out of and in the course of any occupation for compensation, wage or profit OR
expenses which are payable under Occupational Disease Law or similar law, whether or not application for such
benefits has been made;
Alr or ground ambulance transportation (unless the Ambulance Benefit is shown on the Schedule)
Routine eye examinations or fitting of eye glasses;
Hearing aids or fitting of hearing aids;
Dental examinations or dental care other than expenses resulting from an Accident;
Care or treatment of an Accident or Sickness not specifically provided for in this plan;
With respect to the Off-the-Job Accidental Injury Benefit only, charges that the Covered Person is not legally
required to pay, or charges which would not have been made if this coverage had not existed; or
Treatment of an Accident or Sickness made necessary by or arising from war, declare or undeclared, or any act
of war.
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PREMIUMS



All premiums are payable on or before the date fhey are due. You must pay any required contribution to the Policyholder,

We have the right to change the premium rates on any premium due in accordance with the terms of the Policy. If the
rates are changed, We will give at leasta 31-day advance written notice to the Policyholder. If an increase takes place on
other than a premium due date, a pro rata premium for the increase will be due on the next premium due date. The pro
rata premium will be for the period from the date of the increase to the next premium due date. If such premium is not
paid when due the coverage will automatically be terminated as of the date the pro rate premium was due. Any partial
payment of premium will be refunded.

If the premiums increase because a change in benefits increase Our liability, premium rates may be changed on the date
that Our liability is increased, without regard to any premium rate guarantee.

TERMINATION OF INSURANCE

Your insurance will cease on the earliest of:

1. Thelastday of the payroll deduction period during which You can cease to be eligible for coverage;
2. The end of thelast period for which premium payment has been made to Us;

3. The date the policy terminates; or .

4. The lastday of the payroll deduction period during which You terminate employment.

T

The Insurance on a Dependent will cease on the earliest of

1. The date Your coverage terminates;

2. The end of thelast period for which premium payment has been made to Us;
3. The date of the Dependent no longer meets the definition of Dependent; or
4. The date the Policy is modified so as to exclude Dependent coverage,

5.

We will have the right to terminate the coverage of any Covered Person who submits a fraudulent claim under®the Policy.

Extension of Benefits - Whenever termination of coverage under this section occurs due to the termination of Your
employment or membership such termination will be without prejudice to:

1. Any Hospital Confinement which commenced while coverage was in force, with res
Indemnity Benefits; or

2. Any covered treatment or service for which benefits would be provided and which commenced while coverage
was in force; provided, however, that the Covered Person is and continues to be Hospital Confine or Disabled.

Such Extension of Benefits will continue for up to the earlier of:

1. 30days;or
2. 'The date on which the Covered Person is no longer disabled.

CLAIMS PROVISIONS



Claim Forms - Claims forms should be used for filing Proof of Loss. We will send such form to claimant within 15 days of
receipt of notice of claim. If we fail to supply the proper claim forms within 15 days, You can give proof in writing, setting
for the nature and extent of loss within the time stated in the Proof of Loss Provision,

Claims Procedure ~ Due Proof of Loss must be submitted to us at our administrative Office. You or a personal
representative may obtain a claim form by calling Our toll-free telephone number listed on the Cover Page.

Notice of Claim - Written notice of claim must be given to Us at Our Administrative Officer, or to Qur agent. Such notice
should be made within 30 days after any loss covered by the Policy. If it is not reasonably possible to give notice within
that time, the claim may not be denied or reduced due to delay.

Payment of Benefits - Benefits may be assigned to the provider(s) of such benefits. Otherwise, all benefits payable under
the Policy will be paid to You. Accrued benefits that are not paid at Your death will be paid to Your estate. We may pay up
to $1,000.00 of such benefit to one of Your relatives at Our discretion. Such payment fully discharges Us to the extent of
the payment. ,

GENERAL PROVISIONS



Changes to this Certificate ~ Only Our President, Vice-President, Secretary or an Assistant Secretary may make any
changes to this Certificate and then only in writing. No agent or Policyholder has authority to change the Policy of this
Certificate or to waive any of its provisions. Any changes are subject to the laws of the governing jurisdiction.

Conformity with State Laws - A provision of the Policy and/or Certificate that conflicts with a law of the governing
jurisdiction is hereby changed to meet the minimum standards of that law.

Entire Contract - The entire Contract consists of the Policy, the Certificate, any attached Amendments, Endorsements, or
Riders, the Policyholder's Application, Your Applications and any Enroliment forms,

Grace period - A grace period of 31 days will be allowed for each premium payment after the first premium is paid.
Coverage will stay in force during this period. The coverage under the Policy and/or Certificate will terminate at the end
of the Grace Period if the premium has not been paid. You must still pay all unpaid premiums, This includes the premium
due for the Grace Period.

If coverage is canceled on a premium due date and the premium has been paid through that date, the Grace period will not
apply. If coverage is canceled during the Grace Period, you will be liable for any unpaid premium including the pro rata
premium for that part of the Grace Period which coverage was in force. Benefits may be reduced by the amount of any
due, but unpaid premium.

Legal Action - No legal action may be brought to recover under the Policy and or Certificate:
1. Within 60 days after proof of Loss has been furnished as required; or
2. More than three years from the time written Proof of Loss is required to be furnished.

Misstatement of Age - If the covered person’s age has been misstated, the covered persons true age will be used to
adjust the premiums or.adjust the benefits paid.

Ne Dividends Payable - This Certificate does not participate in the profits or surplus earnings of Our Company.

Right to Contest - We will not use any statement, except fraudulent statements, to void or reduce ben.efitséfter this
Certificate has been in force during your lifetime for two years from the effective date of coverage. Any such statement
would have to be in a signed form. This also applies to all riders. Any increase in benefit amounts would be subject to a

new two year contestable period for the increased amount only.

All statements made are considerad representations and not warranties. No such statement will be used in any contest,
unless a copy of such statement has been furnished to you,

When Notice is Given to Us - Any notice to You will be sent to your last known address.



ACCIDENT MEDICAL
IN-HOSPITAL ACCIDENT ONLY
ACCIDENTAL DEATH AND DISMEMBERMENT

SCOPE OF COVERAGE

We will provide the benefits described in this Policy to all Covered Persons who suffer a covered
loss which is within the scope of the DESCRIPTION OF BENEFITS PROVISIONS and results,
directly and independently of all other causes, from bodily injury which is suffered in an Accident,
and occurs while the person is a Covered Person under this Policy and is within the scope of the
risks set forth in the DESCRIPTION OF HAZARDS provisions.

INSURED PERSONS include all members and their lawful spouses under age 70.

Accident means a sudden, unforeseeable external event which causes injury to one or
more Covered Persons and occurs while coverage is in effect for the Covered Person.

THIS IS A LIMITED ACCIDENT ONLY INSURANCE, IT IS ACCIDENT ONLY POLICY AND DOES NOT
COVER LOSS OR EXPENSE RESULTING FROM SICKNESS, DISEASE, OR BODILY INFIRMITY. In
order to receive benefits, an insured person must sustain an injury while the policy is in force and
such injury directly and independently causes a loss covered by the policy.

Benefits are payable for Eligible Expenses for non-work refated injuries on the following basis:
DESCRIPTION OF BENEFITS
BENEFIT AMOUNT: $25,000 DEDUCTIBLE: $1,000 PER INJURY

If, as a resulf of injury, an insured incurs covered expenses starting within 80 days from the date
of the accident causing the injury, we will pay, less the deductible as shown above and not to
exceed the maximum benefit amount shown therein, all covered expenses incurred within one
year from such date.

&
Covered expenses mean the usual, reasonable and customary charges for local professional
ambulance service to or from a hospital and/or surgical center as well as the following usual,
reasonable and customary charges for treatment, services and supplies provided or prescribed by
a Doctor:

(1) Hospital Room & Board, or Surgical Center care and treatment; (2) Outpatient Hospita
Emergency room; (3} Surgical Benefits; (4) Doctor's Visits In-Hospital; (5) Doctor Visits Out-
Patient; (6) X-ray and Laboratory; (7) Nursing care; (8) Physiotherapy; (9) Ambulance

{10) Medical Equipment Rental Charges; {11) Medical Services and Supplies (Blood, Blood
transfusions, Oxygen); (12) Prescription Drugs; (13) Dental Treatment as a result of Injury to
natural teeth

ACCIDENTAL DEATH & DISMEMBERMENT
Principal Sum: $50,000
If within one year from the date of an Accident covered under this policy, Injury from such

accident results in Loss listed below, we will pay the percentage of the Principal Sum set opposite
the loss in the table. The amount will not exceed the Principal Sum which applies fo the Covered

Person.



ACCIDENT DEATH, DISMEMBERMENT, OR LOSS OF SIGHT

Loss Percentage of Principal Sum
Loss of Life 100%
Loss of Both hands 100%
Loss of Both Feet 100%
Loss of Entire Sight of Both Eyes 100%
Loss of One Hand and One Foot 100%
Loss of One Hand and Entire Sight of One Eye 100%
Loss of One Foot and Entire Sight of One Eye 100%
Loss of One Hand 50%
l.oss of One Foot 50%
Loss of Entire Sight of One Eye 50%
Loss of Thumb and Index Finger of the Same hand 25%

DISCRIPTION OF HAZARDS

24 Hour Coverage. We will pay t

the benefiis described in this Policy for any Accident which

happens to a covered person while he is covered by this Policy. This includes travel or flight in
an Aircraft with some restrictions. SEE EXCLUSIONS

GENERAL POLICY PROVISIONS

ARIMD
V¥

S [
affect, any requirement for coverage under any Workers' Co

KERS' COMPENSATION INSURANCE: This Policy is not in lieu of, and does not

mpensation Insurance.

EXCLUSIONS

Benefits will not be paid for a Covered person's loss which:

(1) s caused by or resuits from the Covered Person's own:

E |

Intentionally self-inflicted Injury, suicide or any attempt therat. (in Missouri this
applies only while sane);

Voluntary self administration of any drugs or chemical substance not prescribed by,
and taken according to the directions of, a doctor {Accidental ingestion of 2
poisonous substance is not excluded};

Commission or attempt to commit a felony;

Participation in a riot or insurrection; .
Driving under the influence of a controlled substance uniess administered on the
advice of a doctor; or

Driving while intoxicated. "Intoxicated” will have the meaning determined by the
laws in the jurisdiction of the geographical area where the loss occurs;

(2) Is caused by or results from:

(@)
(b

Declared or undeclared war or act of war;
An Accident which occurs while the Covered person is on active duty service in any

armed forces. (Reserve or National Guard active duty for training is not exciuded |
unless it extends beyond 31 days};

Aviation, except as specifically provided in this Policy;
Sickness, disease, bodily or mental infirmity or medical or surgical treatment



bacterial or viral infection, regardless of how contracted. This does not include
bacterial infection that is the natural and foreseeable result of an accidental
external bodily injury or accidental food poisoning.

Nuclear reaction or the release of nuclear energy. However, this exclusion will not
apply if the loss is sustained within 180 days of the initial incident and:;

The loss was caused by fire, heat, explosion or other physical trauma which was
the result of the release of nuclear energy; and

(iiy The Covered Person was within a 25 mile radius of the site of the release either:
(1) Atthe time of the release; or '

{2} Within 24 hours of the start of the release.

(e)
(i)

CLAIMS PROVISIONS

Written notice of claim must be given within 30 days after a covered loss occurs or as soon as
reasonably possible. We will send forms to authorized members who ask for them.

Notice must be sent to the address below or call 1-800-591-6764

SDS, LLC
4676 HIGHWAY 41 NORTH
SPRINGFIELD, TN. 37172

Underwritten by: SERVE AMERICA, LTD.



